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That teachers should understand better the 
social and emotional dynamics of children’s 
behavior is increasingly evident. Effective 
behavior guidance depends upon properly 
gauging background factors and carefully 
appraising misbehavior tendencies. The 
comparative seriousness of behavior prob- 
lems in children has now been the subject 
_ of systematic study for three decades. Prog- 
ress has been made in the direction of 
better appraising misbehavior, but the need 
for continued study and improvement in 
this endeavor persists. 

. In 1926-27 Wickman ! in his now classic 
investigation revealed that teachers and 
mental hygienists differed markedly in their 
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1 E, K. Wickman, Children’s Behavior and Teachers’ 
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interpretation of children’s behavior prob- 
lems. The teachers rated as most serious 
transgressions against authority, dishonesty, 
immoralities, violation of rules, lack of or- 
derliness and lack of application to school 
work. In striking contrast, a group of men- 
tal hygienists rated the preceding items low 
in the scale of seriousness, but rated as most 
serious unsocial, withdrawing and recessive 
behavior: They rated as fairly high cruelty, 
temper tantrums and truancy, each of 
which was rated low by the teachers. To 
the teacher in the Wickman study of nearly 
30 years ago, profanity, smoking, lack of 
interest in work, disobedience, defiance and 
writing obscene notes were grave offenses. 
To the clinicians, excessive suspiciousness, 
dreaminess, being over-critical of others, 
sensitiveness and shyness, which were mini- 
mized by teachers, were danger signals for 
trouble in the future. 


The results of Yourman’s ? study in 1932 
confirmed Wickman’s finding that teachers 
considered aggressive behavior and viola- 
tions of moral standards as very serious 
problems. MacClenathan * in 1934 found 
disagreement in behavior ratings by teach- 
ers and mothers in San Diego. Each group, 
however, rated as most serious those be- 
havior problems that interfered most with 
the smooth functioning of the group’s af- 
fairs. Laycock + in 1934 reported that the 
ratings given by teachers of a western Ca- 
nadian city to various children’s behavior 
problems were in substantial agreement 
with those given by the teachers in the 
Wickman study. 

Mitchell 5 in 1940-41 compared teachers’ 
and mental hygienists’ attitudes toward 
pupil behavior with Wickman’s findings. 
The object of the study was to reveal pos- 
sible changes in estimates of the seriousness 
of behavior problems by teachers and clini- 
cians since Wickman’s study and to find 
out whether teachers and mental hygienists 
had come closer together in their estimates. 
The results showed that mental hygienists 
had changed their ratings of some traits in 
the conservative direction and that teachers 
were somewhat closer to the mental hy- 
gienists, especially in their ratings of non- 
aggressive traits, than were the teachers in 
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2 J. Yourman, “Children Identified by Their Teach- 
ers as Problems,” Journal of Educational Sociology, 
5(1932), 334-43. 

8Ruth H. MacClenathan, “Teachers and Parents 
Study Children’s Behavior,” Journal of Educational 
Sociology, 7(1934), 325-33. 

45. R. Laycock, “Teachers’ Reactions to Maladjust- 
ments of School Children,” British Journal of Edu- 
cational Psychology, 4(1934), 11-29. 

6 John C. Mitchell, “A Study of Teachers’ and Men- 
tal Hygienists’ Ratings of Certain Behavior Prob- 
lems of Children,” Journal of Educational Research, 
$6(1942), 292-307. 
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the Wickman study. For example, the . 
teachers in 1940 considered behavior indi- 
cating that a child was unsocial, fearful, 
over-critical of others, sullen, unhappy, re 
sentful and easily discouraged more serious ~ 
than had the Wickman teachers in 1926, 
On the whole Mitchell found that teachers 
had changed their attitudes moresthan had 
the mental hygienists. He found also that” 
teachers had become more concerned about 
aggressive traits than the Wickman teachers 
had been. Nevertheless, it was clear that 
teachers and clinicians in 1940 still differed 
in their perception of behavior problems a5 
well as in rating the degree of seriousness 
of these problems. ‘Teachers continued to 
be more concerned with teaching conform 
ity and respect for authority than with help- 
ing pupils meet their basic needs. 
Although confirming the Wickman find- 
ings in many respects, Stouffer in 1950 
found teachers and clinicians in closet 
agreement on the seriousness of certain 
types of behavior problems than had been 
true in the Wickman study. The nee 
marked differences between teachers and- 
mental hygienists were found in the ratings 
given to disobedience, impudence, defiance, 
disorderliness in class, profanity, smoking» 
masturbation, heterosexual activity, writing 
obscene notes, and unsocial behavior. Com 
paring further the ratings of his group of 
teachers with those of Wickman’s group: 
Stouffer revealed that unhappiness, depres 
sion, unsociability and withdrawing had 
moved closer to the top of the list in sepiour 
ness as rated by his teachers, while m istur 
bation, smoking and profanity haddr 
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6 George A. W. Stouffer, Jr., “Behavior Problems of 
Children as Viewed by Teachers and Mental Hy: 
gienists: A Study of Present Attitudes as Comp’ 
with Those Reported by E. K. Wickman,” Ment 
Hygiene, 56(198%), 271-85. 


in the list in comparison with Wickman’s 
teachers. On the other hand, Stouffer's 
teachers in 1950 still regarded problems re- 
lating to honesty, sex, truancy and class- 
foom order much as teachers did in 1926. 

Sparks? in 1952 showed that varying 
amounts of experience had little effect on 
the attitudes of teachers toward behavior 
problems but that the amount of their 
education did affect ratings. Teachers with 
education beyond the bachelor’s degree 
were closer to the clinicians in their ap- 
praisal of children’s behavior than were 
teachers with less education. 

The present study 8 attempted to answer 
three questions: What was the relative seri- 
ousness of various behavior problems of 
children as rated by classroom teachers in 
1955? How, did the 1955 teacher ratings 
compare with the ratings of the same prob- 
lems by teathers and mental hygienists in 
the Wickman study? With regard to atti- 
tudes toward behavior problems, how did 
teachers in 1955 vary with respect to sex, 
race, marital status, education and teaching 
experience? 

The Wickman list of 50 behavior prob- 
lems was used in this study, Since it has 
been established that the ratings of mental 
hygienists are relatively stable, no new 
group of clinicians was used in the 1955 
study. On the basis of sex, race, educa- 
tional status and teaching experience the 
308 elementary and secondary school teach- 
ers in this study were representative of the 
teaching force in a large city in the deep 
south, New Orleans. Non-teaching and ad- 
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TJ. N: Sparks, “Teachers’ Attitudes toward the Be- 
havior Problems of Children,” Journal of Educa- 
tional Psychology, 43(1952), 284-91. 

£ A. C. Miranne, Jr., “Teachers’ Ratings of Chil- 
dren's Behavior Problems” (unpublished master’s 
thesis, Tulane University, 1955). 
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ministrative personnel were not included. 
In a questionnaire mailed to their home 
addresses in February 1955 classroom teach- 
ers weye asked to rate anonymously the 
seriousness of each behavior problem on a 
scale from 0 to 20 (from “no consequence” 
to “an extremely grave problem”) with re- 
gard to the child’s future adjustment and 
welfare. : 


COMPARISON OF RANK-ORDER 


Table I shows the rank-order arrangement 
of seriousness assigned to the 50 behavior 
problems by the 1955 teachers, the Wick- 
man teachers and the Wickman mental hy- 
gienists. Three items in the 1955 teachers’ 
column (inquisitiveness, smoking and whis- 
pering) are juxtaposed with the same items 
in the mental hygienists’ column. Only 
one item (inquisitiveness) is juxtaposed in 
the Wickman teachers’ column. Five items 
(cruelty, temper tantrums, slovenly in ap- 
pearance, thoughtlessness, interrupting) in 
each of the teacher columns are removed 
only slightly, from one to three ranks, from 
the same items in the mental hygienists’ 
column. 

Further examination of Table I reveals 
that of the ten problems rated most serious 
in this study eight were rated equally seri- 
ous by the Wickman teachers. Thus, so 
far as teachers are concerned, the typical 
behavior-problem child in 1955, as in 1926, 
was characterized by annoying, aggressive 
and irresponsible behavior. The teachers in 
the present study considered obscene notes 
and cheating to be much less serious than 
did Wickman’s teachers 29 years earlier. 
Heterosexual activity and masturbation 
were ranked 10th and 28th in seriousness by 
the 1955 teachers; the Wickman teachers 
ranked these traits Ist and 3rd. The 1955 
teachers agreed with the Wickman mental 
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TABLE I 


Rank-order comparison of ratings by teachers in 1955 


and by teachers and mental hygienists in 1926 


of the relative seriousness of 50 behavior problems 


808 Teachers (1955) 
(Hunter) 


Stealing 

Destroying school materials 
Truancy 

Cruelty, bullying 
Unhappy, depressed 
Impertinence, defiance 
Untruthfulness 
Unreliableness 
Disobedience 
Heterosexual activity 
Resentfulness 
Impudence, rudeness 
Lack of interest in work 
Quarrelsomeness 
Easily discouraged 
Cheating 

Carelessness in work 
Temper tantrums 
Unsocial, withdrawing 
Selfishness 

Laziness 
Disorderliness in class 
Obscene notes, talk 
Suggestible 
Domineering 
Inattention 
Nervousness 
Masturbation 
Profanity 

Fearfulness 

Sullenness 

Attracting attention 
Stubbornness 
Over-critical of others 


511 Teachers (1926) 
(Wickman) 


Heterosexual activity” 
Stealing 

Masturbation 

Obscene notes, talk 
Untruthfulness 
Truancy 
Impertinence, defiance 
Cruelty, bullying 
Cheating 

Destroying school materials 
Disobedience 
Unreliableness 
Temper tantrums 
Lack of interest in work 
Profanity 

Impudence, rudeness 
Laziness 

Smoking 

Enuresis 

Nervousness 
Disorderliness in class 
Unhappy, depressed 
Easily discouraged 
Selfishness 

Carelessness in work 
Inattention 
Quarrelsomeness 
Suggestible 
Resentfulness 
Tardiness 

Physical cowardice 
Stubbornness 
Domineering 

Slovenly in appearance 


30 Mental Hygienists (192 


(Wickman) 


Unsocial, withdrawn 
Suspiciousness 
Unhappy, depressed 
Resentfulness 
Fearfulness 

Cruelty, bullying 
Easily discouraged 
Suggestible 
Over-critical of others 
Sensitiveness 
Domineering 
Sullenness 

Stealing 

Shyness 

Physical cowardice 
Selfishness 

Temper tantrums 
Dreaminess 
Nervousness 
Stubbornness 
Unreliableness 
Truancy 
Untruthfulness 
Cheating 

Lack of interest in work 
Heterosexual activity 
Enuresis 

Obscene notes, talk 
Tattling 

Attracting attention 
Quarrelsomeness 
Impudence, rudeness 
Imaginative lying 
Inattention 
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35. Physical cowardice 
36. Thoughtlessness 
37. Tardiness 

38. Slovenly in appearance 
39. Sensitiveness 

40. Shyness 

41. Suspiciousness 

42. Enurésis 

43. Interrupting 

44. Inquisitiveness 

45. Dreaminess 

46. Restlessness 

` 47. Tattling 

48. Imaginative lying 
49. Smoking 

50. Whispering 


Changes in 


Sullenness 
Fearfulness 
Suspiciousness 
Thoughtlessness 
Attracting attention 
Unsocial, withdrawing 
Dreaminess 
Imaginative lying 
Interrupting 
Inquisitiveness 
Over-critical of others 
Tattling 

Whispering 
Sensitiveness 
Restlessness 

Shyness 
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Slovenly in appearance 
Laziness 

Impertinence 
Carelessness in work 
Thoughtlessness 
Restlessness 
Masturbation 
Disobedience 
Tardiness 
Inquisitiveness 
Destroying school materials 
Disorderliness in class 
Profanity 
Interrupting 

Smoking 

Whispering 
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hygienists on two of the ten problems rated 
most serious (cruelty and unhappiness); the 
Wickman teachers agreed with the clinicians 
on only one trait (cruelty). 

The teachers in the present study agreed 
with the Wickman teachers on seven and 
with the mental hygienists on four of the 
ten traits rated least serious; the Wickman 
teachers agreed in only three instances with 
the mental hygienists’ ratings of the ten 
traits considered least serious. 

With respect to the ranks of the ten 
traits in central position of seriousness 
(ranks 21 to 30 inclusive), Table I reveals 
that the 1955 teachers agreed with the Wick- 
man mental hygienists in one case (obscene 
notes and talk). The Wickman teachers 
showed no agreement in this portion of the 
table. Thus there is evidence that the 
1955 teachers were closer to the attitudes of 
mental hygienists than were the teachers in 
1926. Studies by Mitchell® in 1940 and 
Stouffer in 1950 showed similar evidence. 


® Mitchell, op. cit., 306. 
10 Stouffer, op. cit., 275. 


Wickman reported a coefficient of cor- 
relation of —.11 between the rank-order of 
traits in terms of seriousness as rated by the 
mental hygienists and by the teachers. In 
the present study a correlation of +-.22 was 
found, indicating a closer agreement be- 
tween the ratings of the 1955 teachers and — 
the Wickman clinicians than between the 
latter and the 1926 teachers. 


COMPARISON OF MEAN RATINGS 


Table II gives the mean ratings for the 1955 
study, the Wickman teachers and the Wick- 
man mental hygienists on each of the 50 
behavior problems. (It should be remem- 
bered that the higher the mean the more 
serious or undesirable the behavior is con- 
sidered.) Behavior problems rated sub- 
stantially (at least two mean points) more 
serious by the mental hygienists than by the 
1955 teachers included suspiciousness, un- 
socialness, fearfulness, unhappy-depressed, 
over-critical of others, sensitiveness, shyness 
and dreaminess. In addition to these eight 
items the mental hygienists rated five prob- 
lems (easily discouraged, suggestible, resent- 
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TABLE II 


Comparison of mean ratings by teachers in 1955 
and by teachers and mental hygienists in 1926 
of the relative seriousness of 50 behavior problems 


Rating Chart p 
Slight consequence Considerable difficulty Extremely grave problem 
5.0 12.0 20.0 j 
Behavior Problems Teachers (1955) Teachers (1926) Mental Hygienists (1926) 
N = 308 N=bil N= 30 

1. Stealing 14.9 17.0 12.5 
2. Destroying school materials 13.7 14.3 6.1 
3. Truancy 13.6 15.6 10.3 
4. Cruelty, bullying “13.5 14.8 13.5 
5. Unhappy, depressed 13.4 11.5 16.2 
6. Impertinence, defiance 13.4 15.0 T 
7. Untruthfulness 13.3 15.8 10.3 
8. Unreliableness 13.1 13.9 10.4 
9. Disobedience 13.0 14.1 6.4 
10. Heterosexual activity 12.9 17.3 9.9 
11. Resentfulness 12.5 10.8 14.1 
12. Impudence, rudeness 12.4 12.2 7.6 
13. Lack of interest in work 12.1 12.8 9.6 
14. Quarrelsomeness 12.0 11.1 8.3 
15. Easily discouraged 11.9 11.5 13.4 
16. Cheating 11.9 14.7 10.8 
17. Carelessness in work 11.8 11.3 7.1 
18. Temper tantrums 11.7 13.0 11.7 
19. Unsocial, withdrawing 11.6 8.3 17.8 
20. Selfishness 11.6 11.3 11.8 
21. Laziness 11.6 12.2 7.2 
22. Disorderliness in class 11.5 11.7 3.4 
23. Obscene notes, talk 11.5 16.6 8.8 
24. Suggestible 11.4 11.0 13.3 
25. Domineering 11.2 10.3 13.0 
26. Inattention 11.1 11.2 7.8 
27. Nervousness 11.1 11.7 11.3 
28. Masturbation 10.7 16.7 64 
29. Profanity 10.5 12.3 2.9 


80. Fearfulness 10.4 
31. Sullenness 10.2 
32. Attracting attention 10.2 
33. Stubbornness 10.1 
34, Over-critical of others 9.8 
35. Physical cowardice 9.8 
36. Thoughtlessness 9.7, 
37. Tardiness 9.7 
38. Slovenly in appearance 9.7 
39. Sensitiveness 9.6 
40. Shyness 9.5 
41. Suspiciousness 9.5 
42. Enuresis 9.2 
43. Interrupting 9.0 
44. Inquisitiveness 8.8 
45. Dreaminess 8.8 
46. Restlessness 8.6 
47, Tattling 8.1 
48. Imaginative lying 8.0 
49. Smoking 7.3 
50. Whispering 6.3 

Average 10.9 
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9.7 14.0 
9.9 12.6 
8.5 8.5 
10.3 10.9 
7.9 13.2 
10.4 12.0 
8.7 6.8 
10.5 5.6 
10.1 7.2 
7.0 13.1 
5.4 12.5 
9.1 16.4 
11.8 9.2 
8.0 2.8 
8.0 5.3 
8.3 13:9 
6.9 6.4 
7.5 8.8 
8.1 TS 
12.0 23 
7.5 0.8 
11.3 \ 9.5 


fulness, domineering and sullenness) sub- 
stantially more serious than did the 1926 
teachers. Obviously overt aggressive be- 
havior was rated as more serious by teachers 
than by mental hygienists, although the 
differences for the 1955 teachers were not 
so great as for the 1926 teachers. 
Twenty-seven problems were rated sub- 
stantially more serious by the 1955 teachers 
than by the mental hygienists: stealing, 
truancy, impertinence, destroying school 
materials, disobedience, masturbation, dis- 
orderliness in class, unreliableness, untruth- 
fulness, heterosexual activity, lack of inter- 
est in work, interrupting, whispering, at- 
tracting attention, cheating, obscene 
notes, quarrelsomeness, impudence, inatten- 
tion, slovenliness in appearance, laziness, 
carelessness in work, thoughtlessness, tardi- 
ness, inquisitiveness, profanity and smok- 


ing. The same 27 problems were rated — 
substantially more serious by the 1926 
teachers than by the mental hygienists. 
Many of these problems were rated of small 
consequence by teachers and mental hy- 
gienists. For instance, smoking and whis- 
pering were ranked 49th and 50th in seri- 
ousness by the 1955 teachers and by the 
clinicians, yet the means differed by five 
points. In terms of rank, apparently, the 
differences between teachers and mental 
hygienists would not seem to be so great 
as implied by the differences in means. 
Fifteen problems were rated about the — 
same by the 1955 teachers and the Wick- 
man clinicians: resentfulness, cruelty-bully- 
ing, easily discouraged, suggestible, domi- 
neering, sullenness, selfishness, temper tan- 
trums, nervousness, stubbornness, enuresis, 
tattling, imaginative lying, restlessness and 
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physical cowardice. The Wickman teachers 
rated ten of these problems and two others 
(thoughtlessness and attracting attention) 
about the same as did the mental hygienists. 
For five problems (enuresis, suggestible, re- 
sentfulness, domineering and sullenness) 
the ratings of the 1955 teachers were defi- 
nitely closer to the mental hygienists’ than 
were the ratings of the 1926 teachers. Four 
of these problems were characterized by 
Wickman as describing withdrawing and 
recessive behavior. Thus it appears that 
today’s teachers are definitely showing more 
concern about non-aggressive traits and be- 
havior suggesting mental health problems 
than did the teachers in 1926. 


PROBLEMS RELATED TO SEX 


In the present study the teachers ranked 
five behavior problems (cruelty, heterosex- 
ual activity, obscene notes, masturbation 
and enuresis) 4th, 10th, 23rd, 28th and 42nd 
in seriousness. The Wickman teachers 
ranked these problems 8th, Ist, 4th, 3rd and 
19th. Among the 1955 teachers these five 
problems showed the highest standard de- 
viations. Except for enuresis, this was not 
true for the Wickman teachers. Four of 
the five problems are associated with sex. 
The heterogeneity of the 1955 teachers 
from New Orleans may be attributed in part 
to various religious backgrounds, ideas, 
doubts and uncertainties in the realm of 
sex. The influence of religious training 
doubtlessly influences the seriousness as- 
signed to problems relating to sex. 

Study of the total average means in Table 
Il for the three groups further indicates 
that the 1955 teachers were closer to the 
mental hygienists in their evaluation of 
children’s problems than were the Wickman 
teachers in 1926 or the Stouffer teachers in 
1950. The total average mean for the 
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Wickman mental hygienists was 9.5, that 
for the Wickman teachers 11.3, that for 
the Stouffer teachers 11.2,!1 that for the 
present group 10.9. On 36 of the 50 prob- 
lems the 1955 teachers were closer to the 
evaluations of the clinicians than were the 
1926 teachers. 

The present study confirms the findings 
of Sparks !? that teachers with training be- 
yond the bachelor’s degree resembled more 
closely the mental hygienists’ evaluations of 
behavior problems than did those with less 
education. In this study teachers without 
degrees placed much less emphasis on with- 
drawing types of behavior than did teachers 
with degrees. 

Men and women teachers in the 1955 
study gave similar evaluations to overt, ag- 
gressive and attacking behavior. Men 
teachers definitely considered problems re- 
lating to sex to be much less serious than 
did women teachers, and the latter con- 
sidered three problems (slovenly in per- 
sonal appearance, destroying school ma- 
terials and suggestible) substantially less 
serious than did men teachers. 

Negro teachers in the present study con- 
sidered tardiness, laziness and carelessness 
in work considerably more serious than did 
the white teachers or mental hygienists. 
On the other hand, Negro teachers thought 
that cruelty-bullying, impertinence-defiance 
and temper tantrums were definitely less 
serious than did white teachers. 

No significant differences in ratings were 
found between married and unmarried 
teachers in this study, confirming one pre- 
vious study on this point.!8 For 47 of the 
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11 Miranne, op. cit, 26. 
12 Sparks, op. cit., 289-90. 


15 D, B. Ellis and L, W. Miller, “A Study of the Atti: 
tudes of Teachers toward Behavior Problems, 
Journal of Educational Psychology, 27(1936), 501-11. 


50 problems the ratings of married and un- 
married teachers did not differ appreciably. 

In this study the behavior ratings of 
teachers with five to ten years of teaching 
experience more closely resembled those of 
the mental hygienists than did teachers 
with less than five or more than 10 years 
of experience. On 27 of the 50 problems 
teachers with five to ten years of experience 
were closer to the evaluations of the mental 
hygienists than were those with less experi- 
ence. On $1 problems those with five to 
ten years of experience were closer to the 
clinicians than were those with more teach- 
ing experience. 

Although teachers continue to be con- 
cerned with much annoying and aggressive 
behavior, their understanding of causal fac- 
tors and of consequences of behavior pat- 
terns has expanded and deepened over the 
last few decades. It can no longer be said 
that teachers consider only the here and 
now in dealing with behavior problems, 
while mental hygienists consider only the 
future. Teachers today are dealing more 
effectively with the whole child now and 
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over the long span. The more highly 
trained teachers especially are better able 
than teachers were formerly to analyze and 
interpret the significance of recessive and 
withdrawing forms of behavior. 

At the same time the need for continued 
effort and more specific training in the 
study of complicated patterns of behavior 
is apparent. Through formal and informal 
means teachers need to be helped to under- 
stand the basic patterns of children’s lives. 
Mental hygiene should occupy a larger role 
in undergraduate and graduate work, in 
both pre-service and in-service education of 
teachers. Academic study should be sup- 
plemented by abundant observation and 
realistic experience with children in and 
out of school. Mutual exchange of ideas 
and experiences between teachers and men- 
tal hygienists with regard to behavior prob- 
lems should be encouraged. Continued co- 
operative research in the dynamics of child 
behavior should be carried on in order to 
increase our knowledge and understanding 
of how to deal more effectively with the 
child and his education. 


HENRY A. DAVIDSON, M.D. 


Can a psychoneurosis develop into a psy- 
chosis? If so, under what conditions? And 
how do you establish that this has taken 
place? 

These are not just academic questions. 
The right answer is important to a neurotic 
patient and his family who want to know 
the chances of his becoming psychotic, It 
becomes important in workmen’s compen- 
sation tribunals if a worker awarded com- 

pensation for a psychoneurosis later alleges 
that a psychosis has developed. It is im- 
portant to health insurance companies 
which exclude conditions that pre-existed 
enrollment. (For example, a subcriber may 
want benefits for a current psychosis in the 
face of a record of pre-enrollment psycho- 
neurosis.) 

To simplify the problem somewhat, we 
shall exclude from consideration all organic 
psychoses and focus only on the functional 
psychoses: schizophrenia, manic-depressive 
states and the paranoid psychoses. So we 
exclude from connection pracy previous 


Dr. Davidson is assistant superintendent of Over- 
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psychoneurosis such conditions as senile d 
mentia or alcoholic psychoses. For thi 
we do have adequate cause and it would 
gratuitous to search for another factor. 

be sure, a neurotic background may color 
subsquent alcoholic or senile psychosis. 
any event, the actual precipitating factor 1m 
organic psychoses is well-established—an¢ 
it is mot psychoneurosis. 

Our problem then narrows down to this i 
Given a person with a psychoneurosis it 
1946, we now see him in 1957 with a schizo 
phrenia or manic-depressive reaction. A 
the two emotional disorders related? 
what criteria do you determine that on 
psychosis is and that another psychosis 
not a “maturing” of the earlier psych! 
neurosis? 

The current (1952) nomenclature spells 
out six psychoneurotic reactions plus a bat 
tery of psychosomatic disorders. The six 
psychoneuroses are: conversion reactio 
anxiety reaction, depressive reaction, 
sociative reaction, phobic reaction and of 
sessive-compulsive reaction. The old 
“neurasthenia” has been discarded, as } 
the word “hypochondriasis.” ‘Thus a 


pochondriasis would be labeled either a 
conversion reaction, an obsessive-compulsive 
or a psychosomatic disorder. 

In addition to these six psychoneuroses, 
we recognize disorders of organs in which 
emotional conflict is reflected in body 
changes. These are the psychosomatic dis- 
orders—for example, an emotionally-in- 
duced high blood pressure. Technically 
these are called psychophysiologic rather 
than psychosomatic reactions. 

Psychophysiologic disorders do not ordi- 
narily lead to psychoses. Not if the diagnosis 
is correct in the first place. Suppose a 
schizophrenic has a delusion that his bowels 
are made of glass and that he must not 
strain at stool for fear of breaking the glass. 
This is not really a psychosomatic disorder. 
He never had a significant change in the 
function of the bowels due to emotion. If 
this was called a psychosomatic or psycho- 
physiologic disorder, it was mislabeled. 
What he had was a delusion about bowel 
functioning, rather than an actual defect in 
bowel operations. In a psychophysiologic 
disorder, you have an actual change in the 
way the organ functions. In a hypochon- 
driacal delusion, the primary change is in 
the idea or concept of the organ and not in 
its actual operation. 

With respect to psychosomatic disorders 
then, the general rule is this: A true psy- 
chophysiologic disorder does not mature 
into a psychosis unless it first passes through 
a rather long obsessional period. But if it 
does that, then it should be considered an 
obsessive-compulsive reaction, not a psycho- 
somatic disorder, 


CONVERSION REACTION 


Let us now return to our six psychoneu- 
roses. The first was conversion reaction. 
This means a gross loss of function or gross 
distortion of function—for instance, deaf- 
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ness, paralysis, anesthesia, tics, convulsions, 
blindness and so on—massive loss of func- 
tion due to emotions. Of all the neuroses, 
this is the one with the least anxiety be- 
cause the loss of function protects the pa- 
tient against anxiety. And this psychoneu- 
rosis is not going to mature into psychosis 
because it already represents a good work- 
ing adjustment to reality. For example: 

A soldier is afraid to go into battle lesthe _ 
get killed. His conscience tells him to go 
forward; his instinct of self-preservation 
tells him to stay back. One honorable solu- 
tion is a hysterical paralysis of the legs, thus 
resolving the conflict by satisfying both con- 
science and the need for self-preservation. 
If instead of that he develops a delusion 
that he is the commanding general and 
could give orders from a command post in 
the rear, he would also solve his problem 
without hurting his conscience. ` 

In each case we have an intolerable situa- 
tion solved by a kind of unconscious emo- 
tional gimmick. But the two solutions are 
different. In the neurotic solution, there 
is good contact with reality—at least to the 
extent that no one would brand his action 
as crazy. In the psychotic solution, the real 
world is rejected. He does have a paralysis 
of the legs: this is fact. He is not the com- 
manding general: this is fantasy. 

The hysteric does not make an ideal ad- 


‘justment to reality. In a way, he has made 


a bad bargain because the same conscience 
which caused the conflict will also prevent 
him from soon recovering the use of his 
legs. He may be chair-bound the rest of 
his life. But he made some kind of adjust- 
ment within the framework of battlefield 
reality, The psychotic, on the other hand, 


has fled from reality. One might therefore ‘ 
say that these two disorders are diametri- 
cally opposite ways of handling the prob 


lem: One comes to grips with reality; the 
other flees reality and dwells in fantasy. 


13 


So long as we confine ourselves to this 
primitive example we have no problem. A 
hysterical paralysis is the most primitive 
of all psychoneuroses. It is a massive re- 
action involving a whole limb. It certainly 
is not subtle. Hysteria is the typical psy- 
choneurosis of primitive people. Hysteri- 
cal convulsions are associated with the orgies 
of primitive religions. Areas of hysterical 
anesthesia and episodes of hysterical trance 
are associated with witchcraft and demon- 
ology. 

These primitive psychoneuroses protect 
the patient against anxiety. The soldier 
has no anxiety for his paralysis keeps him 
from an anxiety-provoking situation. Hys- 
terical blindness protects the patient from 
the sights, hysterical deafness from the 
sounds, hysterical anesthesia from the other 
sensations that might provoke anxiety. An 
absence of overt anxiety is characteristic of 
conversion reaction. 

One might suppose that hysterical paraly- 
sis of the legs could easily become a delu- 
a that ‘there are no legs, that hysterical 

leafness might become a delusion that an 
Eey has stopped up tlie ears with wax or 
neutralized sound with radio wavés. “That 
is, one mi, he assume that hysteria could be 
a prelud to psychosis) But in truth this 
rarely happens. Psychosis is a way of cop- 
ing "k oyerwhelming anxiety. But p 
hysteria “anxiety is already effectively dea 
with so there is no need to develop a 
psychosis. 


DISSOCIATIVE REACTION 


Dissociative reactionsinclude neurotic am- 
nesias, fugue states, sleep-walking and other 

~ gross splittings of the personality. In sleep- 
„walking, for inStafice, part ofythe personal- 
is asleep. and part awake—hence “dis- 

sO fated. * In neurotic amnesias part of the 
» memory is lost. ‘Since the word “schizo- 
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“ is dissociation in so many psychoses. 


phrenia” means “split personality” one 
might think the splitting of the dissociative 
reaction is something like that. But there 
is a world of difference. In schizophrenia 
the splitting is exemplified by a delusion 
that you are the emperor of Japan while you 
amiably scrub the floor without a murmur. 
This splitting is away from reality. In dis- 
sociative reaction the: splitting is seen in 
such an experience as somnambulism or a 
neurotic fugue state, where the person goes 
about his business realistically but without 
being conscious of his own identity. One 
of the surprising things about a dissociative 
reaction is that the patient can appear so 
dreadfully sick during the episode and so 
very well in the intervals. On theoretical 
grounds one might expect dissociative reac- 
tion to mature into psychosis, because there 
In 
A word of 
Con- 


practice this doesn’t happen. 
caution, however, is in order here. 
sider the following case: 

An obvious schizophrenic gets up in the 
middle of the night and cries that they are 
flashing lights in his eyes. A year before 
he had been found walking around the 
house at 2 a.m. muttering vaguely about 
“the black mass” and looking for matches 
to light candles. The doctor called at that 
time said this was typical hysterical som- 
nambulism. 

The condition first diagnosed as a dis- 
sociative reaction “developed” into a schizo- 
phrenia. But the first diagnosis was €r- 
roneous. When the members of the family 
were later questioned, it appeared that he 
had not been walking in his sleep at all. 
He had been awake and had been driven by 
a delusion to light candles for a “black 
mass.” Thus this never was somnambulism, 
since you can’t walk in your sleep unless 
you are asleep. 4 

As a general rule, then, neither ‘the con- 
version nor the dissociative réactions lead 
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to psychoses. These two neuroses have one 
characteristic in common: They provide 
relatively benign outlets for anxiety. In a 
dissociative reaction the amnesia, the sleep- 
walking or the trance are safe channels for 
anxiety. And in conversion reaction the 
disability itself blocks any deepening of 
the anxiety. Since psychosis is a flight 
from unbearable anxiety, these two psycho- 
neuroses are unlikely to lead to psychosis. 
They cope more benignly with the anxiety. 


ANXIETY REACTION 


In the other four neuroses anxiety is not so 
well handled. First consider anxiety reac- 
tion. This means that emotional conflict 
has produced diffuse and overt anxiety. 
“Diffuse” means that the anxiety is general- 
ized rather than focused on one thing as 
would be true in a phobia, for instance. 
“Overt” means that the anxiety is frankly 
and openly expressed just like that—as 
an . It is not disguised as in dreams; 
it is not converted into a physical symptom. 
It is just there as plain, frank, overt, dif- 
fuse, vague fear. 

We have become careless about the 
phrase. Some examiners attach the “anxi- 
ety reaction” label to any psychoneurosis. 
Their theory is that anxiety is the hallmark 
of psychoneurosis and therefore every psy- 
choneurosis is an anxiety reaction. But the 
term should be restricted to psychoneuroses 
with simple and diffuse anxiety as the pre- 
senting symptom. This is different from 
the conversion phenomenon, because here 
the anxiety remains as a troublesome for- 
eign body in the mind. It is not channeled 
off as in the other two neuroses. And if 
the anxiety fails to cope with the problem, 
a psychosis may result. ‘Thus the anxiety 
reaction may indeed be a precursor of a 
psychosis, 

It may be impossible to distinguish a 


+. 
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neurotic anxiety from the early stages of a 
psychosis. Psychosis represents failure to 
handle an overwhelming emotional prob- 
lem. Anxiety is generated early in such a 
struggle, and at that stage the overt anxiety 
of the beginning psychosis is indistinguish- 
able from an anxiety reaction. It is not 
therefore an error in original diagnosis if 
the patient later becomes psychotic. To say 
that the anxiety reaction “matured” into 
the psychosis is technically incorrect. The 
patient retreated progressively in his efforts 
to solve the problem. Psychoneurosis is a 
falling back to a first line, psychosis a falling 
back to the second line and suicide a com- 
plete surrender. The verb “mature” does 
not describe the process. It is a retreat fur- 
ther and further back into decreasingly less 
realistic compromises. 


DEPRESSIVE REACTION 


How about depressive reaction? This 
phrase should be qualified by the adjective 
“neurotic” or the adjective “psychotic.” If 
not qualified, it is assumed that it means a 
neurotic depression; unless the larger phrase 
“manic-depressive” is used, then it is a 
psychotic reaction. ‘ 

There is no sharp frontier between neu- 
rotic and psychotic depressions. It is a 
matter of degree. A man is convinced that 
Sod is punishing him for having been 
“fresh” to his mother when he was a little 
boy and sees suicide as the only solution. 
A woman believes she personally was re- 
sponsible for the blood-bath of World War 
II because she once prayed for the downfall 
of Mussolini and sees the whole war as 
simply God's plan to oblige her. ‘ 

These obviously are psychotic depres- 
sions. By contrast theme is the man who 
looks down-at-the-mouth and who answers 
only in monosyllables.' He is worried and 
the world weighs on him. He does not 
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have bizarre ideas as do the other two pa- 
tients. He feels he is at an age where his 
children no longer need him. -He feels use- 
less. He has a dreary past and a bleak fu- 
ture. Life hardly- seems worth living. 
While he will take no active steps to end it, 
he really doesn’t care if he should drop 
dead any minute. This is a neurotic de- 
pression. The spectrum sweeps without 
spectacular change from this neurotic end 
to the psychotic end. 

In thinking of the development of one 
into the other, one must find out first 
whether there was a single long episode or 
a series of separate episodes. A psychotic 
depression usually begins gradually. In its 
earliest stage the depression would certainly 
appear psychoneurotic. In a single episode 
the “neurotic” depression is an early stage 

„of the later “psychotic” depression. 

Recurrent depressions are’ all part of the 
same illness. ¿If a person had a neurotic 
depression in 1954 and a psychotic depres- 
sion in 1956, I would assume they were 
parts of the same disorder—not that the one 
“matured” into the other but rather that 
the person had a periodic disease like epi- 
lepsy or migraine. Instead of periodic fits 
or headaches he has periodic depressions. 

There is one other possibility: Suppose i it 
is called a neuroti¢ depression in 1950 and 
a schizophrenia in 1955? Depressive rea 
tions, unlike conversion reactions, can ey 
velop into psychoses so a connection is en- 
tirely possible. Furthermore, schizophrenia 
often starts with perplexity, and perplexity 
may be manifested by a worrisome depres- 
sion. I would prefer this to the thesis that 
the patient within a few years and by coin- 
cidence happened to have two separate emo- 
tional disorders, unrelated sto each other. 

«Early in schizophrenia the : 4 
withdrawn and apathe Apathy-is 
ily interpreted ass depression. Aity, ob- 
server can mistake an early schizophrenia 
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icht thay be. _ 
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for a neurotic depression.” It is not that a 
depression “matures” into a psychosis but 
rather that a period of bewildered apathy 
might be the pilot signal of an oncoming 


* psychosis. 


PHOBIC REACTION 

d 
A phobia is a fear the- patient knows is 
absurd. There is the patient who fears 
open spaces and the one who fears closed 
spaces. One has an unreasonable fear of 


dogs and another an unreasonable fear of — 
These patients know their fears are — 


dirt. 
foolish. The knowledge does not help 


them but at least they do have that much — 


insight. 
a delusion, where the patient does not know 
that the fear is absurd. One patient says, 
“I am unable to eat in a restaurant unless 
I can sit near the door and at the counter. 
I fear I may be trapped by a fire or cave-in 
and want to be near escape. This is ridic- 
ulous but I can’t help it.” Another patient 
says he must remain near the door because 
he has unknown/all-seeing enemies who will 
assassinate him. He sees nothing absurd in 
this idea, so it is a delusion rather than a 
phobia. The first patient has a psychoneu- 
rosis and the second a psychosis. The first 
patient has a phobia, the second a delusion. 
The first has insight, the’ second lacks 
insight. l 
From the neat way in which the two are 


A phobia is to be contrasted with — 


contrasted one, might suppose that the pho- — 
bia ‘and the delusion are at opposite poles — 


and that one could not develop into the 
other. Unhappily this is not the case. In 


» the natural history of certain schizophrenias 


and certain paranoid disorders there is 4 
stage in which the patient seems to have had 
a phobia. For instance, I recall a woman 


whose psychosis began with a fear that — 


„ there was a leak in the gas pipes and that 
For | 


her family would all be asphyxiated. 


s^ 


a year it looked like a traditional neurotic 
phobia. She would insist that of course it 
was foolish of her but there it was! Within 
12 months, however, she was hinting that 
communists were piping in poison gas. No 
psychiatrist would have severed the phobia 
from the subsequent delusion. Here one 
developed or matured into the other. In 
this case an early diagnosis of psychoneuro- 
sis would have been wrong. A neurosis did 
not mature into a psychosis. But a phobia 
was erroneously put into the neurotic cate- 
gory when it should have been labeled psy- 
chotic. The point is that no one could have 
said during the first few months that this 
was a psychosis. It seemed to be a neurotic 
phobia only. 

A true neurotic can sometimes laugh at 
his phobia—not a merry laugh perhaps but 
at least a sardonic one, A psychotic or pre- 
psychotic phobia, however, is taken seri- 
ously. So the ability to see a phobia in its 
true proportion—to laugh at it ruefully— 
is a favorable prognostic sign and suggests 
that this phobia is not the pilot of a delu- 
sion, Another favorable sign is the con- 
tinued limitation of the phobia or, to put it 
negatively, its failure to expand over the 
years. There is no need to speculate as to 
whether a true phobia can “mature” into a 
psychosis. It is enough that any phobia 
may be the precursor of a schizophrenia or 
a paranoia. No one can tell the “true” 
from the “false” phobias because in a pre- 
psychotic phobia the patient may be able 
to guard the delusional nature of the fear 
for a long time. Thus one patient for 
several years had a fear of being left alone 
which amounted to panic if her husband, 
Sister or maid ever left her alone. She in- 
sisted during all those years that the fear 
was silly and that she knew it was silly. 
When she developed a recognizable schizo- 
phrenia later, she said during a barbiturate 
interview that she knew from the begin- 
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ning that radio waves were beamed on her 
to destroy her and that only the presence of 
someone else could deflect them. But she 
protected herself against admitting the de- 
lusional nature of this by pretending for 
years that she knew the idea was foolish. A 
phobia is a serious and stubborn mental 
symptom. If a psychotic patient has had a 
history of phobias prior to the psychosis, it 
must be assumed—unless proved otherwise 
—that the phobias were early symptoms of 
the psychosis. 


OBSESSIVE-COMPULSIVE REACTION 


The obsessive-compulsive reactions straddle 
the frontier between psychosis and psycho- 
neurosis. A compulsion is a morbid urge 
to do something that the patient knows is 
foolish. The kleptomaniac does not want 
to steal. He tries to talk himself out of it 
by pointing out the consequences. He tries 
to stay away from the store but finally feels 
he has to go. He walks by the counter 
several times struggling against the urge to 
steal. But tension mounts to the point of 

` unbearability and finally nothing in the 
world matters but lifting the hand and 
snatching the trinket. Then comes blessed 
reliei—and then recrimination and guilt. 
Any alcoliolic will also recognize this pic- 
ture as descriptive of his cycle too. It ap- 

- plies to pyromania (compulsive fire-setting) 
as well as to the less dramatic compulsions 
such as the urge to step on—or avoid— 
every crack in the sidewalk. 

Obsession is in a broad sense any intru- 
sive, unwanted idea which seizes the con- 
sciousness. Specifically it is applied to re- 
petitive, ritualisticlike ideas that the pa- 
tient doesn’t want to entertain at all. Ina 
way every compulsion is an obsession too— 


it obviousl¥ fits this definition. Evei 


phobia is a species of obsession. 
Some obsessions are so weird that they 
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scem in all common sense to be “crazy.” I 
know a man who has to remember what he 
ate for cach meal and to keep accumulating 
this memory until the end of the week. If 
he forgets one item he fears something 
dreadful will happen. I know a woman 
who must say “God forbid” every few min- 
utes because counterpointing all her think- 
ing and talking is a fear of her mother's 
death. I know a man who spends two 
hours a morning in the bathroom, obsessed 
with the idea that unless he can completely 
evacuate his bowels with a suppository he 
will be sluggish all day. Only a thin line 
separates these obsessions from the fantasies 
of the schizophrenic. That thin line is 
insight: The fact that the obsessed patient 
knows—or says he knows—that the idea is 
absurd. 


THE WALKING SCHIZOPHRENIC 


Some years ago, Hoch (now New York's 
commissioner of mental hygiene) together 
with Kalinowsky developed the concept of 
“pseudoneurotic schizophrenia.” This de- 
scribes a schizophrenic whose psychotic 
thinking is masked by persistent neurotic 
symptoms. He presents the apparent pic- 
ture of an anxiety reaction for some years 
and during that period is probably going to 
be so labeled. The phrase “pseudoneurotic 
schizophrenia,” though now widely used 
especially in the New York area, has no 
listing in any generally recognized or “of- 
ficial” nomenclature. This condition may 
be called “simple schizophrenia” or “severe 
anxiety reaction” depending on the taste 
of the examiner. If he calls it schizo- 
phrenia, he runs into trouble with the pa- 
tient’s family and with other doctors. If 
he calls it an anxiety reaction, the diagnosis 
may be called into question later. In the 
first instance the “psychosis” label seems too 
harsh for one who presents a picture of 
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anxiety with good reality-contacts. But 
the “anxiety reaction” label is put on 
patient and then some years later an 
vious psychosis develops, the question co: 
up: Did this neurosis mature into a psycho- 
sis? The answer is that it was always a 
psychosis. 

Some schizophrenics can get 
right in the community. Because 
the streets freely, they are called “ambula- 
tory schizophrenics.” For example, a per 
son may have frequent conversations with 
God, talking to Him and hearing His voice 
in reply. Yet he could perhaps work stead- 
ily and effectively. Another schizophreni 
may believe that the governor of Colorado 
has sent spies all over that state to induce 
him to return to Denver where he will be 
framed; but he continues to live comfo 
ably in Oregon, telling all who will listen to 
him about the conspiracy. Not only para- 
noid schizophrenics are ambulatory. Sim- 
ple and hebephrenic and many undifferen- 
tiated schizophrenics might also be able to 
walk the streets freely. The psychiatrist 
seldom has trouble recognizing the psycho- 
sis, but the general practitioner may not see 
any substantial mental disease at all in these 
ambulatory cases since to casual inquiry 
they seem normal. So it could happen that 
a label such as “neurasthenic” might be 
attached to such patients. Later on if a 
breakdown occurs it might appear as if a 
neurasthenia had “matured” into a psy- 
chosis. 


PSYCHOSIS IN REMISSION 


Manic-depressive attacks usually are iso- 
lated, clear-cut phenomena with substan- 
tially normal behavior between spells. In 
schizophrenia the common picture is Te 
covery from the more acute or more bizarre 
symptoms with some residual oddities of 
behavior in between. A schizophrenia 


which is not floridly active is called a psy- 
chosis in remission, ‘The residual oddities 
of behavior in the interval may look like 
neurotic phenomena. For example, while 
in remission a schizophrenic might have 
anxiety, bewilderment, perplexity, apathy, 
weepy spells or suspiciousness. If the doc- 
tor was pnfamiliar with the history he might 
well label this a psychoncurosis. Then if 
the schizophrenia recurred it would seem, 
on the record, like a neurosis growing into 
a psychosis. In truth, it was a reactivation 
of a psychosis in remission. An adolescent 
might have a frank schizophrenic episode 
that the patient and family conceal from 
the army, the college or the employer. Then 
the residual traces of the psychosis in re- 
mission are noticed while the patient is in 
the army, at college or at work. If there 
is later a relapse into active schizophrenia, 
a casual glance at the record might suggest 
that the psychosis matured out of a psycho- 
neurosis first noticed in the army, at college 
or at work. 

A person recovering from or about to 
enter a depressive reaction is of course likely 
to be depressed and this might appear to be 
a psychoneurosis. With psychotic depres- 
sions the general rule is that any previous 
depressive episodes must be construed as in- 
herently part of the psychosis and not as a 
psychoneurosis. An incipient manic attack 
is much less likely to be labeled “psycho- 
neurosis,” though it could be considered in 
an early phase as a character or personality 
disorder. 


MISTAKES ARE INEVITABLE 


Repeatedly I have indicated that a set of 
symptoms was called a psychoneurosis when 
it was actually a psychosis. And then I 
absolved the examiner of blame, saying that 
the mistake was inevitable. This sounds 
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like doubletalk but perhaps an analogy will 
clarify what I mean. 

A little girl wakes up with a sore throat, 
She has fever. Her tonsils are inflamed, her 
throat is red. The diagnosis is tonsillitis 
and pharyngitis. Two days later a scarlet 
fever rash appears, Was the first diagnosis 
wrong? No, She had a tonsillitis and a 
pharyngitis and the first diagnosis was cor- 
rect as far as it went. It didn’t go far 
enough because it didn’t tell the whole 
story. The smartest pediatrician in the 
world could not have made the diagnosis 
on the first day since the sore throat was not 
specific for scarlet fever. If blunder means 
negligence, then the doctor did not blunder 
when he diagnosed tonsillitis. So it is with 
many cases where the first symptom irresist- 
ibly suggests psychoneurosis, though later 
events may reveal it, by hindsight, as an 
early stage of psychosis. 


CHAIN OF CAUSATION 


Medicine and the law are both interested 
in the chain of causation. When an attor- 
ney wants to determine whether a disability 
today is the result of someone's negligence 
last year, he asks if there is an unbroken 
chain of events leading from the negligent 
act to the disability. And he asks if any 
independent intervening factor entered the 
chain. In the present controversy about 
smoking and lung cancer you see a medical 
application of the same doctrine. The to- 
bacco companies argue that in the chain 
from the smoking to the cancer lie other 
items such as the person's temperament or 
the atmospheric conditions. For instance, 
they say this: Only a person of a certain tem- 
perament smokes excessively. Maybe the 
cancer is associated with the temperament 
rather than with the tobacco. Or they 
point out that smoking is more common in 
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urban than in rural areas; cancer is more 
common in urban than in rural areas; pol- 
luted atmosphere is more common in urban 
than in rural areas; maybe the polluted at- 
mosphere accounts for the chronic lung 
involvement. 

In each instance the apologist seeks an 
independent intervening item between the 
cigarette and the carcinoma. The factor 
of personality or ofcontaminated atmos- 
phere is “intervening” in that it lies be- 
tween the alleged cause and the alleged 
effect. It is “independent” in that neither 
the personality nor the atmospheric purity 
are caused by the smoking. 

It is hard enough to ascertain the truth 
when we deal with mechanical factors like 
irritation or air pollution. It is infinitely 
harder when we deal with such intangibles 
as personality or emotion. But deal with 
them we must. Let us look at this ques- 
tion of the chain-oflinkage a little closer. 

A piece of plaster falls down from the 
ceiling and hits Mr. A on the head. It is a 
glancing blow and there is no unconscious- 
ness. But he has complained of headache 
and nervousness ever since then. If nothing 
unusual has happened to Mr. A in the in- 
terim, then the chain from the injury to 
the disability is unbroken. The insurance 
company would seek to establish a prior 
cause. If it now appears that Mr. A’s wife 
had died a month before, the plaster fell, 
the company will say that the chain begins 
not with the accident but with the death of 
the wife. The patient would therefore want 
to show that the accident was an independ- 
ent intervening factor, that it cut the chain 
between the death of his wife and his pres- 
ent disability. Suppose, however, that the 
bereavement occurred a month after the 
accident. Now it would be the insurance 
company which would assert that an inde- 
pendent intervening factor entered the 
chain. One of the first steps in evaluating 
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a relationship then is to determine if a 
chain exists, if it is unbroken and if any 
independent factors have intervened. 

This is not as simple as it sounds. What 
complicates it is that life is full of frustra- 
tions. You could dig up some frustration 
in anybody at any time if you wanted to 
sever a connecting chain. Thus a frighten- 
ing explosion makes a person nervous. A 
year later he alleges that a current neurotic 
disability is the result of the explosion. 
The insurance company now fine-combs the 
man’s career between the two dates. If he 
worked, they can easily find some frustra- 
tions at work—everybody has them—and 
argue that these frustrations were independ- 
ent intervening factors. If he didn’t work, 
they can hypothecate that idleness and un- 
employment are emotionally important fac 
tors and that they cut into the chsin. 

Thus the chain-of-causation doctrine, 
which is so useful in law and so reasonable 
with bodily injuries, is hard to apply in 
explaining emotional disorders. In tying 
to trace a line from an earlier psychoneuro 
sis to a current psychosis we are faced with 
the difficulty that the race of life is a per- 
petual obstacle course with hazards strewn 
on the path every day. 


BRIDGING SYMPTOMS 


When we are asked to relate two events 
widely separated in time we have a right to 
ask whether there is a bridge between the 
two events. Suppose that in 1918 a soldier 
left the army with a diagnosis of “mania,” 
and that within a month after his return t0 
civilian life this symptom had vanished. 
Suppose you are told now, almost 40 years 
later, that this same man has a psychosis. 
Are these two independent conditions of 
are they related? If you are further told 
that in these 40 years he has had an attack 
of depression or an attack of excitement 
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PsYCHONEUROSES WHERE 


Conversion reaction 
(hysteria; gross 
loss of function) 


PsYCHONEUROSES WHERE 
ANXIETY HAS A BENIGN OUTLET ANXIETY IS DIRECTLY MANIFEST 


Anxiety reaction 
(frank, overt anxiety) 
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BODY CHANGES CAUSED 
BY EMOTIONAL CONFLICT 


Psychosomatic or psycho- 
physiologic reactions 


Depressive reaction 
à (melancholia without psychosis) 
e 


Dissociative reactions 
(amnesias, fugues, 
somnambulism) 


reactions 


Obsessive and compulsive 


Phobic reactions 
(fears with great anxiety) 
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almost every year, you would say that the 
chain is unbroken, for each psychotic epi- 
sode was a stepping-stone bridging that 40- 
year gap. 

But suppose there were no identifiable 
psychotic episodes at all in that period. 
You would then direct your inquiry to the 
patient’s emotional status in the interim. 
If he were a stable, effective person for 40 
years, you would be skeptical about any 
connection. If he were notoriously un- 
stable with numerous wild swings of mood, 
you would say that the bridge had been 
demonstrated. The longer the normal re- 
missions, the greater the gap in the chain; 
and the larger the missing link, the less 
likely the relationship. 

To cite another example: A civilian is 
involved in a holocaust of some sort—say a 
dreadful, tragic fire. Or a soldier is in- 
volved in a frightening battle experience 
... each event occurring, perhaps, in 1951. 
There are no symptoms of any emotional 
disorder for perhaps three years. Then a 
psychosis develops. Some psychiatrists 
would argue that the psychosis was latent 
all that time, buried so deep in’ the mind 
that it took three years to reach the surface; 
or that the person lived in a state of pre- 


carious instability until some minor event 
triggered the explosion. Others would say 
that the 3-year period of normal behavior 
completely severed the chain—that is, no 
bridge could be found between the trauma 
of 1951 and the first overt mental symptom 
of 1954. 

This problem of bridging symptoms 
comes up all the time. There is Mr. B, 
who says that his multiple sclerosis, which 
manifest itself in 1955, is related to a spinal 
anesthesia or to a lumbar puncture that 
he had in 1945. If he can show repeated 
pains in the legs, difficulty in walking and 
increasingly obvious neurologic signs in the 
interval, then you can see the bridge. If he 
could walk and move normally in that en- 
tire 10-year period, then in all common 
sense the chain has been severed. 

One hears a good deal of theoretical ob- 
jection to this thesis. It is pointed out that 
not all people react overtly at first, that 
many bury their emotions, that long-buried 
emotions can smoulder for years and that 
the mere absence of obvious symptoms 
should not be construed as severing the 
chain of connection. And in theory this is 
indeed true. But in operation this position 
is untenable. If an event can cause nervous 
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symptoms five years later—assuming normal 
behavior in the interim—why not eight 
years later? Or 10 or 20 years later? All 
experience makes an impact. If one can 
select a traumatic experience of five years 
ago as the cause of the psychosis, then why 
not select one of 10 years ago? Consider 
an 85-year-old man, now in his dotage, de- 
mented and deteriorated. In 1898 he was 
on the battleship Maine when it blew up in 
Havana harbor. Surely so grievous an ex- 
perience must have left a permanent scar 
on the psyche! Is not today’s mental dis- 
order the delayed action of that 1898 
trauma? Can one deny the emotional im- 
pact of that catastrophe on its surviving 
victims? 

Once you buy stock in the “buried- 
trauma” theory, you must insist on bridging 
symptoms or be forced into such absurdi- 
ties as this. People suffer frustrations and 
anxieties every day. If one is to indict 
these without any bridge between them and 
the current symptoms then indeed one can 
always go back to the primordial proto- 
plasm where is written man’s destiny to be 
always frustrated. 

When asked to relate an earlier psycho- 
neurosis to a current psychosis one has the 
right to look for bridges over the longer 
gaps in the history. Too large an un- 
bridged gap must sever the chain. This 
may wreak an occasional individual hard- 
ship. But to do otherwise is to outrage 
common sense. 


SUMMARY 


In appraising the relationship between a 
current psychosis and an earlier psychoneu- 
rosis, the following points may be helpful: 


1. It is extremely unlikely that an organic 
psychosis could develop out of a psycho- 
neurosis. 
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2. Psychosomatic and psychophysiologic 
disorders hardly ever mature into psychoses 


3. Conversion reactions are not likely to 
mature into psychosis because the massi 
disability protects against an anxiety-pro 
voking situation. 

4. A neurotic dissociative reaction rarely 
leads to psychosis because it provides a safe 
outlet for anxiety. However, in the 
stages of a psychosis some of the symptoms 


schizoid splittings. 

5. An anxiety reaction may be a precursor 
of a psychosis and a pre-psychotic anxiety is 
indistinguishable at first from neurotic a 
ety. The anxiety does not mature into 
psychosis, however; the patient retreats from 
a neurotically anxious to a psychotically 
anxious way of coping with his problem. 
6. There is no sharp frontier between ne 
rotic and psychotic depressions. Since de 
pressions tend to be recurrent or periodi 
the relationship is not one of maturing but 
of remission and relapse. 


7. The early bewildered apathy or perplex- 
ity of a schizophrenia may mimic a neu- 
rotic depression. 
8. Obsessions, compulsions and phobias 
may be precursors of psychoses. 


9. Some schizophrenics have a long “am: 
bulatory” or “pseudoneurotic” phase. D 
ing that period they may be crroneously 
but understandably labeled “neurotic.” 
10. During remissions a psychotic patient 
may have residual symptoms which seem 
neurotic. 


11. By the term “functional psychoses” is 
understood a disorder such as schizophrenia 
or manic-depressive psychosis, where no 
cause is known. The other psychoses, such 
as senile dementia, paresis or alcoholic psy- 


choses, are organic disorders in that the 
cause is organic brain damage. As a gen- 
eral rule, a person does not have two inde- 
pendent functional psychiatric disorders in 
one lifetime. Hence as a general rule a 
functional psychosis bears some relationship 
to a pre-existing psychoneurosis. 


12. Undgr two conditions a psychoneurosis 
might be unrelated to a subsequent func- 
tional psychosis. One condition is that a 
very long symptom-free period existed be- 
tween the two. For example, it is unlikely 
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that a manic attack in 1955 is related to a 
conversion paralysis of a leg in 1925 if in 
between there were no psychiatric symp- 
toms. The other condition would be a 
major emotional crisis in the interim. Or- 
dinary frustrations, however, will not sever 
the connecting chain since all life is a series 
of frustrations. 


13. To relate a current functional psycho- 
sis with a much earlier psychoneurosis some 
psychiatric symptoms should be shown 
bridging the time-gap. 
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RICHARD M. BRANDT, Eb.D. 


Self: missing link 


for understanding behavior 


Self is gradually becoming recognized as 
one of the most useful, integrative concepts 
yet developed for explaining behavior. It 
has far-reaching implications for teaching 
and therapy, for guidance and social work, 
for any field where human behavior is im- 
portant. 

Until now, however, most statements re- 
garding the topic of self have been obscured 
by the technical jargon of the particular 
school of theory in which they were written 
and therefore have received less attention 
than they deserve from teachers, mental hy- 
gienists and case workers. As a general ex- 
position concerning self, this article repre- 
sents an attempt to rectify this situation. 
It is organized around the treatment of 
four topics: relationship of self to behavior, 
characteristics of self, development of self 
and the teacher's role in effecting self- 
reorganization. 

Cannot behavior be explained from a 
knowledge of physical functioning and cul- 
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tural forces? Based on the present state of 
scientific knowledge, the answer is no. De- 
spite similarities of constitution and en- 
vironment (even these factors only approach 
similarity in real life), the stream of life 
experiences is unique for each individual. 
A brief look at the history of psychology may ` 
clarify the reason why a theory of behavior — 
which omits the self-processes is inadequate. ~ 

During the first three decades of the 20th ` 
century when psychology was becoming 2 — 
science the stimulus-response school of 
thought dominated both psychology ing 
general and educational psychology in par- 
ticular. Behavior was thought to be pri- 
marily a reflection of outside stimuli im- 
pinging on the individual and could be 
symbolized readily by the formula SR. 
Determining which S's (stimuli) most often 
produced particular R’s (responses) was the 
accepted procedure for explaining behavior. 
Changing behavior (learning) seemed to be 
accomplished best by exposing people to — 
the most suitable S's for the R’s desired. 

As a result, educational methodology and 
research put great stress on the study of © 
various drill and demonstration techniques 


and on workbook and textbook formats for 
their effect in producing desired responses. 
Studies by the hundreds were made of the 
vocabulary in textbooks, of the numbers in 
arithmetic books and of the problems in 
science workbooks to determine their appro- 
priateness to the educative process. Word- 
difficulty Jists were established so that text- 
books could be compared scientifically with 
each other. The stimuli of education re- 
ceived a careful screening. 

This was the heyday for those who 
thought of education as a bag of tricks 
which teachers used for training children. 
One might well wonder if children were 
considered important, at least from a sci- 
entific viewpoint, mainly because they indi- 
: cated the value of particular stimuli. Fol- 
lowing exposure to the stimuli they either 

did or did not respond correctly. The 
higher the proportion of children who re- 

sponded correctly, the more successful the 

particular teaching technique was judged 
to be. Little thought seemed to be devoted 
to the question of why some children 
learned acceptable responses more readily 
than others or why some children did not 
acquire them at all. Such concerns were 
often dismissed with statements regarding 
the innate differences in children’s mental 
“apacitics. The educational spotlight was 
focused on the specifics of what was to be 
taught (subject matter) at each grade level 
and how it was to be taught (method), the 
desired responses and most suitable stimuli 
_ of education. Philosophers and educational 
policy-makers occupied themselves with de- 
_ termining the former, psychologists and 
educational experimentalists with the latter. 

Teachers shared in both these activities. 

The fault in these activities for explain- 

ing and affecting behavior profoundly was 

_ not in what educators were doing but in 

what they were not doing. The formula 
was too simple. 
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Realizing the shortcomings of the form- 
ula, a few psychologists inserted a new sym- 
bol into it. S—>O—R. The O stood for 
organism or, more correctly today, self or- 
ganization. They reasoned that the same 
stimulus meant different things to different 
people and that variation in response should 
be expected because of variation in the 
meanings of a stimulus. For instance, men- 
tion of a common word like “light” may 
stimulate any of the following thoughts: 
color, weight, wine, touch. An artist re- 
members the blinding light of a desert sun 
which he tried to capture on a recent canvas. 
A boxer recalls his disqualification before 
an important match because he was not 
light enough. A connoisseur of rare vin- 
tages relives for a moment his happy trip 
to Bordeaux. A pianist or a pickpocket 
reflects on the merits of a delicate touch in 
his chosen vocation. The story is told of 
the Easterner who while riding as a pas- 
senger in a car driven by a Westerner saw a 
tumbleweed roll into the road ahead. Un- 
familiar with tumbleweeds, he thought the 
object was a boulder, became panicky and 
tried to grab the wheel. Fortunately his 
companion, who had seen tumbleweeds 
many times, realized what was happening 
and averted disaster by pushing his fright- 
ened companion away from the wheel. The 
experience these men brought to the situa- 
tion colored their perceptions of it quite 
differently. 

The O of the formula has become in re- 
cent years an increasingly important part 
of psychological theory and investigation. 
More attention than ever before is being 
paid to such topics as interests, values, atti- 
tudes, drives, needs, levels of aspiration 
and self-concepts. It is clearly recognizable 
that these are characteristics of organisms 
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1 Donald Snygg and Arthur Combs, Individual Be- 
havior, New York, Harper & Brothers, 1949, 14. 
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themselves rather than forces which sur- 
round them. The self consists of such phe- 
nomena as these. 

Today personality, i.e., self, is one of the 
most ‘studied subjects in psychology. Al- 
most every current book explaining be- 
havior either proposes or assumes a theory 
of personality, a description of the O in the 
formula. With Freud the O takes an id- 
ego-superego form and has conscious, un- 
conscious and preconscious aspects to it.? 

In contrast to this, Snygg and Combs de- 
fine the O as a phenomenal field, i.e., all 
that a person is aware of at a particular 
moment, with a phenomenal self as its psy- 
chological center. Lecky describes the O as 
a system of values which seem to the person 
possessing them to be consistent with each 
other.* Prescott defines the O as the or- 
ganization of meanings which have been 
derived from past experiences. These mean- 
ings take such forms as explanatory con- 
cepts, codes of conduct, attitudes, values 
and goals.5 The significance of these the- 
ories cannot be judged from their lack of 
agreement. (Actually they are much more 
similar than superficial inspection indi- 
cates.) Their importance lies in their in- 
dication of a great interest which modern 
psychologists have for the O of the formula. 
The trend is toward making the O the 
largest, most significant symbol in the form- 
ula: s-O-—r. Phenomenologists would 
even eliminate the S, claiming that behavior 
is determined entirely by the nature of the 
phenomenal field (O) at the moment of ac- 


2 Sigmund Freud, An Outline of Psychoanalysis, 
New York, W. W. Norton, 1949. 


8 Snygg and Combs, op. cit. 


4 Prescott Lecky, Self-Consistency, New York, Island 
Press, 1945. 


ö Danicl A. Prescott, Children and the Educative 
Process, New York, McGraw-Hill Book Co., 1957 
(in press). 
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tion, that outside stimuli (S) are accepted 
or rejected and distorted in accordance with 
the state of this field and therefore have no 
validity of their own. 

Teachers likewise began to realize that 
the old formula was too simple. They 
found that children responded quite differ- 
ently to the same stimuli. They,,observed 
that a particular teaching technique had a 
variety of effects on children and that these 
different effects were not always related to 
the “inherited capacities” of youngsters to 
learn. Books, for example, were eagerly de- 
voured by some children but seemed to con- 
tain little of interest for other equally alert, 
intelligent children. ‘Through trial and 
error teachers found that varying their tech- 
niques assured greater success than adher- 
ing to any single teaching procedure. They 
also discovered that classroom behavior 
could not be understood without knowing 
something about each child and how he 
perceived himself and the world about him. 
An illustration may serve to clarify this 
point: 

The setting is a 5th-grade classroom. 
Three boys have been “cutting up” and in 
the process have managed to spill a can of 
paint on the nearly-completed mural the 
class has been making for the school’s 
Christmas festival. Livid with rage, the 
teacher reprimands them severely in front 
of the entire class. Among other things she 
calls them stupid, disloyal and irresponsible. 
She threatens to make them do the mural 
over after school. £ 

Because she does not single out any one 
boy for chastisement, one can assume the 
external stimulus is the same for the three 
boys. Yet their responses are different bê 
cause different self-concepts are involved. 
One boy responds with only a shrug of his 
shoulders. Through many similar experi 
ences in his five years of schooling he has 
learned to see himself as a person who does 


not do what is required, who gets into 
trouble, who is stupid and a failure by 
school standards. This latest experience fits 
perfectly the picture he already has of him- 
self and consequently produces little re- 
sponse. A second boy similarly shows no 
overt reaction; yet within him hot resent- 
ment flames up at being called stupid and 
irresponsible. Unlike the first boy his pre- 
vious school experiences have been success- 
ful, happy ones. Being interested in biog- 
raphies and identifying himself with 
George Washington, his hero at the mo- 
ment, he sees himself as he perceives Wash- 
ington—strong and silent in the face of 


| adversity, one who “can take a beating and 


face it like a man.” If in the heat of his 
anger he forgets this idea for a moment and 
blurts out some excuse for his action, he 
rationalizes to himself that even Washing- 
ton stood against injustice and fought for 
what he thought was right. Only by such 
rationalization can he protect his image of 
himself as a Washington. The third boy 
responds still differently. A leader in physi- 
cal activities on the playground, he has 
often played the role of bully among his 
classmates. He sees himself as a tough 
character whom “nobody pushes around 
and gets away with it,” even a teacher. 
Therefore he argues with her over her re- 
marks and claims that the paint can should 
not have been left near the mural. When her 
back is turned but when all the children 
can see, he sticks his tongue out at her. 
One stimulus but three self-concepts and 


d . . 
_ three different responses—this is the rela- 


tion of self to behavior. 


CHARACTERISTICS OF SELF 


In thinking more explicitly about the exact 
nature of self, one may well begin viewing 
man as organization—organization of the 


„dynamic forces which make him what he is. 
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Clearly he is a physical organism, a complex 
arrangement of electrons and protons, atoms 
and molecules, protoplasm and cells, or- 
gans and systems, all functioning interre- 
latedly and as a whole. He can be visual- 
ized also as part of a larger complex of 
forces, the socio-physical environment 
which surrounds him and is affected by 
him. From the interaction of organism 
and environment, a third set of forces 
evolves, the psychological. To this, as it 
emerges within one individual, some people 
assign the term personality. Others prefer 
the term self because it connotes more of 
the idea of inner organization and seems 
less to be confused by layman's usage. 

Because self (personality) has organiza- 
tion as a main feature some of its other 
qualities can be discussed by comparing it 
to other perhaps more obvious forms of 
organization. Schools may well serve the 
purpose. 

One school differs from another because 
the elements of which it consists are differ- 
ent. By elements is meant the personnel, 
the physical plant, the equipment and ma- 
terials, and all the other items which to- 
gether make up the school. Because no 
two people are alike at least the personnel 
elements of the two schools differ; there- 
fore the two organizations are distinct. 
Similarly any two self organizations differ 
because of variations in the constituents: 
attitudes, values, goals, memories, experi- 
ence and so forth. 

In school, as in self organization, one 
finds a hierarchical order of significance to 
the various elements. Some elements are 
more important, more widely influential 
than others. For instance, a principal usu- 
ally exerts a greater influence on the school 
than does a substitute teacher, though both 
contribute to its functioning. In like fash- 
ion, general feelings of adequacy and se- 
curity have a more profound effect on self 


27 


organization as a whole than do such rela- 
tively specific elements as preferences for 
Fords over Chevrolets or for gas stoves over 
electric ranges. Although the elements seem 
to exist in a hierarchy of significance, it 
should not be assumed that what is at the 
top in one self organization is equally placed 
in another self organization, What is a 
high-level value for one person may be only 
moderately important to another and of 
little consequence to still another. In our 
culture there are few people who do not 
desire material wealth; yet some sacrifice 
personal integrity, even chance death, for 
it while still others put forth relatively 
little effort to attain it. Similarly, some 
principals are much more influential than 
others in their respective schools. 

Another characteristic of all organiza- 
tions, including self, is stability. If a new 
principal attempts to change school policies 
and procedures overnight, resistance and 
possibly bedlam result. The principal may 
find himself out of a job. A change in ele- 
ments must overcome the inertia of organ- 
ization. Many a man who looks back at 
what he was ten years ago finds that some 
changes have occurred in the interim; yet 
he still holds to many of his former beliefs, 
interests, patterns of behavior. His hair 
may be sparser and his figure altered but on 
reacquaintance with old friends he hears, 
“You're the same old Bill. You haven't 
changed a bit.” And in many respects he 
hasn’t. Preservation of the self and main- 
tenance of personal identity seem to underly 
much psychological functioning and overt 
behavior. 

Closely related to stability is the char- 
acteristic of integration or inner consist- 
ency. Without this quality there is no 
smoothness of functioning to the organiza- 
tion. The elements are in conflict with 
each other and the organization lacks unity. 
Such a state exists in schools where everyone 
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is expending energy in battling each other 


and in going his own separate way. The 

accomplishments of traditional teaching in 

one classroom are annulled by those of 
progressive teaching in another to such an 
extent that the school as a whole stands” 
for nothing. Variety may be the spice of 
life but too much of it causes goui 


of organization. l 
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INNER CONSISTENCY ) 
These statements can be applied to self 
also. When inconsistent values exist within 
the self, psychological functioning is com- 
partmentalized and behavior often fluctu- 
ates first in one direction, then in another. 
Operating according to one set of values 
conflicts with other sets of values, and ten- 
sion (anxiety) mounts. People may desire, 
for instance, many of the material products 
of our culture—television sets, vacuum 
cleaners and automobiles. To gain the 
money necessary to purchase these items 
they may decide that everyone in the family 
needs a job. Father works nights because 
the best job is available then, mother works 
days and the children work after school and 
on weekends. But this practice breaks up 
family life, which they also value highly. 
Realization of this effect after awhile may 
cause them to alter their everybody-works 
plan and to forego some of their material 
wants. The real conflict in this instance is 
within the self and centers around establish- 
ment of a clear-cut hierarchy of importance 
for the elements. The self is full of such 
conflicts between separate desires, needs, 
roles and expectancies. The need to recon- 
cile these conflicts and to attain some unity 
is another dynamic which underlies be 
havior. It represents a reason why self is 
never completely stable, why change is al- 
ways taking place. Constantly occurring 
new experiences must likewise be internal- 


ized within the self structure. These too 
involve conflict and change. Some theorists 
therefore prefer to think of self as an or- 
ganized, organizing set of processes—and 
perhaps rightly so—rather than a system of 
elements. The latter is a more static con- 
cept unless the dynamic, shifting quality of 
the elements is emphasized. 

At least one other characteristic is worth 
mentioning. This has to do with the 
reality of the elements. Just as some schools 
are more effective than others in promoting 
the development of boys and girls, some self 
organizations are more rooted in reality 
than others. Variations exist in the effec- 
tiveness with which the self is related to the 
world around it. Those who saw the movie 
“The Secret Life of Walter Mitty” may re- 
call how separate Mitty’s dream world be- 
came with respect to the world of actuality. 
One may well argue that there is little dif- 
ference between the psychotic person who 
lives in his world of fantasy and the creative 
genius who sees and discovers things that 
others before him have never seen. Per- 
haps the main difference is that once the 
insights of the genius are put before the 
public others can perceive the same insights 
and understandings. It took time but other 
physicists were able to test out and accept 
the revolutionary ideas of Einstein. The 
private world of self must somehow be in 
communication with and related to the 
world of selves which surrounds it. A 
youngster realizes to a greater or lesser de- 
gree things that others realize, i.e., that his 
friends think he is bossy or that he strikes 
out more than any other fellow on his base- 
ball team. His self is to some extent 
realistic with respect to his physical-social 
environment. 

As has been implied, there are vast indi- 
vidual differences between separate self or- 
ganizations involving each of the charac- 
teristics discussed. Some self organizations 
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are more complex than others and include 
many more elements. Very few, if any, of 
the elements themselves are identical. 
Some self organizations are much more 
stable than others even to the point of be- 
ing rigid. Some are more highly integrated 
and efficient in their functioning. Some are 
more realistic. Individual variation in ob- 
servable physical features is small when 
compared to differences in self organization. 


DEVELOPMENT OF SELF 


Self emerges from the interaction of physio- 
logical and sociological factors. Perhaps a 
case history will best illustrate this process. 
At the time this history was recorded Betty 
Burrows was 14 years old and in the ninth 
grade of a junior high school. She was 5 
feet 8 inches tall and weighed 137 pounds. 
She had menstruated at 11 and at 14 had 
about completed the growth cycle. Physi- 
cally she had reached womanhood. Yet her 
parents treated her as a little girl. Accord- 
ing to Betty’s report her mother thought she 
still ought to be playing with dolls. Her 
father thought it sinful for her to attend 
movies or dances. In gym classes at school 
she was encouraged to dance with 9th-grade 
boys who were several inches shorter than 
she. Boys and girls whose interests and devel- 
opment were equivalent to hers had long 
since left junior high school. Her mental 
capabilities were superior but her school 
gradesweremediocre. Sheexpressed little in- 
terest in school work. She was forced to drop 
art, the only course in which she seemed in- 
terested. Deriving no satisfaction from a 
highly restrictive environment which “was 
completely out of step with her develop- 
mental level, Betty resorted to “nonaccept- 
able” ways of gaining attention and 
enhancing herself. She seemed to take de- 
light in shocking people. One day she re- 
portedly drank a coke after taking aspirin 
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because she heard this would make her 
drunk. Either she actually became drunk 
or she put on a good enough act to convince 
people of it. She upset the school nurse 
another day by volunteering to bring a 
marijuana plant to class for the project on 
narcotics. 

An early maturer caught in a web of 
home and school pressures geared only to 
chronological age, Betty formed pictures of 
herself and the world about her that were 
anything but conducive to sound develop- 
ment. The following statements, which 
she made to a guidance counselor near the 
end of the year, illustrate some of the wor- 
ries and concerns that made up her develop- 
ing self organization: “I am taller than 
you but I don’t believe I look any taller. I 
quit letting them measure me when I got to 
be 5 feet 8 so I don’t know exactly how tall 
I am and I don’t want to. . .. They think 
I am nuts around here but honestly some- 
times I think I will go crazy cooped up with 
all those little kids all day. Sometimes I run 
every step of the way home at noon and 
every step of the way back because I think 
I will pop if I don’t.” 

Fortunately, the school counselor under- 
stood Betty’s predicament and began ac- 
cepting her as the mature young woman she 
actually was. Adjustments were made in 
Betty’s high school program the next year 
with the result that she eventually became a 
popular, successful student. Feelings of be- 
ing out of step with the world and concern 
over her growth were alleviated as she re- 
ceived acceptance and understanding from 
the counselor. The self known as Betty 
Burrows was a product of the interaction of 
biological and cultural factors and in turn 
affected those factors. 

Understanding self must of necessity grow 
out of awareness of the physiological and 
sociological processes from which it arose 
and to which it is always related. Self is 
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like a river, which owes its vitality both to 
the physical properties of water and the 
geography of the surrounding countryside, 
No two rivers are exactly alike; yet all obey 
the law of gravity and flow down hill. None 
can support a solid brick or steel bar. In 
the same way man’s patterns of behavior do 
not ordinarily include living under water 
or in trees because he does not inherit the 
anatomical equipment of fish or monkeys. 
As rivers vary in size with the amount of 
water they contain, man’s physical make-up 
likewise varies—some people are short, 
others tall; some strong, others weak; some 
are predisposed to hemophelia, mental re- 
tardation or fits, others not so predisposed. 
Constitutional factors are many and varied. 
They contribute to the developing self or- 
ganization as they affect the experiences the 
person has. The analogy can be continued 
as one considers environmental factors. In 
the Colorado Rockies are seen fast flowing 
brooks marked by clear pools, erupting 
rapids and picturesque waterfalls. In the 
low flatlands of the South are found sluggish 
silt-laden rivers; a current is scarcely visible. 
Just as geography differences can be seen in 
the individuality of rivers and streams, 80 
culture differences are reflected in self dif 
ferences. For example, in Hopi and Zuni 
Indian societies youngsters are taught to be 
peace-loving, generous and cooperative; in 
Dobuan and Mundugumor societies they 
are expected to be warlike, highly competi- 
tive and individualistic. 

Each culture is organized around certain 
standards of conduct, common beliefs and 
expectations for its young. ‘The family, the 
school, the community and the peer group 
reward and punish on the basis of how well 
a youngster behaves in accordance with 
these mores and expectations. This is in 
part the socialization process. It is also the 
process by which the child becomes a person 
and develops an individuality. In the 
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American culture how much rejection does 
a strapping lad of 16 with broad shoulders 
and towering physique experience if he 
doesn’t at least try out for the team? The 
self he becomes is the result of experiences 
he has, and they in turn are an outgrowth 
of both his physical make-up and the culture 
that surrounds him. 


` 


THE TEACHER’S ROLE IN 
EFFECTING SELF REORGANIZATION 


In the earlier sections of this article the 
relation of self to behavior, specific charac- 
teristics of self and the development of self 
were discussed. One important question re- 
mains. What implications for effecting 
change in the self organizations of other 
people can be drawn from a knowledge of 
self characteristics and functioning? Self 
has been described not as a physical entity 
but, like the X of algebra, as a construct 
standing for the unknowns of behavior. 
Surely, if this construct is to be useful, in- 
ferences can be made from it regarding 
classroom methodology and therapeutic 
practice. 

As a partial attempt to answer this ques- 
tion, six hypotheses regarding self function- 
ing are stated below. Procedures which 
these hypotheses may suggest will be illus- 
trated, although for the most part they must 
be left to the reader to work out in accord- 
ance with his own self organization. They 
are presented here only to provoke further 
thinking regarding the answer to this 
question. 


1. The urge to learn seems to be inherent 
in the human organism. One does not have 
to look further than the exploratory be- 
havior of young children to find evidence 
for this hypothesis. The eagerness they ex- 
hibit in exploring new objects and in try- 
ing out new skills seems proof enough. But 
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preadolescents with their endless questions 
about how things work and adolescents with 
their undercover discussions of sex and the 
meaning of life provide even more evidence. 
At whatever level of development one con- 
siders, human beings manifest a burning 
curiosity, a tremendous urge to find out. 

Somehow school people have failed to 
take full advantage of this natural tendency 
to know. Many times junior high teachers 
have stated, “They don’t have an idea in 
their heads. Ask them to plan and they 
just sit without a single idea.” This does 
not have to happen nor does it always 
happen. In schools where it does not hap- 
pen incentive devices such as gold stars have 
been replaced by allowing children to work 
on matters with which they are naturally 
concerned and by encouraging them to sug- 
gest and plan their activities rather than 
merely follow directions of the teacher. 
This is not to say that what the teacher 
thinks is unimportant. It is to say that edu- 
cators must find better ways than those often 
used for relating things with which children 
are already concerned to things that teach- 
ers consider important. During the stimu- 
lus-response era educators concentrated so 
much on outside stimulation that they for- 
got to find out what motivated youngsters 
intrinsically and how these matters were re- 
lated to what they wanted done. 


2. People strive toward feeling comfortable. 
If they genuinely attempt to trace back 
likes and dislikes to their origins, people 
often recall one or more experiences which 
were accompanied by feelings of comfort or 
discomfort, satisfaction or dissatisfaction. 
A rather polished speaker does not like to 
lecture in a particular town. Several years 
ago a speech he made there, he felt, “really 
flopped.” Although he has made several 
other speeches there since that time, he still 
prefers to talk elsewhere. Strong feelings of 
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discomfort have persisted in the form of a 
preference to speak elsewhere. 

Feelings and emotions are a part of all ex- 
perience. Elements of the self therefore are 
emotionally loaded, as reflected in attitudes 
toward school and home, toward other 
people and self, toward reading and base- 
ball, and so forth. Children learn more 
than facts and ideas; they learn to like and 
dislike. A youngster who is made to feel 
uncomfortable in reading classes time after 
time, possibly because he lacks the skills to 
read as successfully as others, may continue 
to resist reading even after he develops these 
skills. He may require numerous personally 
satisfying experiences to overcome this re- 
sistance. Many teachers are therefore con- 
centrating on eliminating threat and 
making children feel psychologically com- 
fortable in the classroom. Threat produces 
defensiveness and inhibits self reorganiza- 
tion. Successful teachers are becoming in- 
creasingly alert to the way children feel 
about the experiences they are having. 


3. Acceptance helps a person to grow and 
change. With acceptance a person learns to 
trust himself and to have faith in his own 
efforts to learn. 

Rejection, on the other hand, has two pos- 
sible outcomes: Either the rejector is re- 
jected in return (often along with whatever 
he stands for) or inner growth is inhibited, 
In the latter instance, fear or some incentive 
device may make it seem as if change has oc- 
curred within the self when it really has not. 
So many facts learned in the spring have 
been forgotten by fall. The test of class- 
room discipline must be made when the 
teacher is out of the room. Are not teach- 
ers depending too much on external motiva- 
tion to the neglect of such a powerful force 
as acceptance? 

Real change involves frustration because 
it means self reorganization, But when 
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personal threat is added to a learning situa. _ 
tion the frustration often is too great and 
growth is stopped. Such frequently heard 
comments as “That’s been tried before” and 
“You can do better than that” need to be 
evaluated, in light of the individual con- 
cerned, as to how much personal threat they 
represent. A fine line, almost a shading, 
exists between challenge and threat. It is k 
suspected that external evaluation produces 
more of the latter than is often realized. f 


4. Changes in self depend on changes in 
perception. Perception changes most readily 
in an accepting yet stimulating atmosphere ` 
where freedom exists to explore various i 
viewpoints and to attach personal meaning 
to new insights. An interesting talk often / 
stimulates new thoughts but unless it is fol- 
lowed by full opportunity for discussion » 
most of these thoughts remain half-formed _ 
and produce little permanent change in the d 
listener. The dormitory bull-session often l 
has a more lasting effect than the classroom 
lecture, 

The success of the group process as a 
medium for affecting self results both from ‘ 
the stimulation one receives from hearing | 
many sides of the same question and from 
the personal involvement one experiences 
in contributing ideas of his own. New ideas | 
seem to “stick” best when the perceiver him- ° 
self can state them in his own words (or at 
least think through them in his own terms). 
It is not uncommon to hear group members 
saying, “Is this what you are saying?” or 
“I believe we have the same idea. Would 
you check me on this statement of it?” Per- 
ceptual change results from such discus- | 
sions, in which no one person is expected to | 
have all of the answers and all are en- 
couraged to contribute. The increasing use 
of classroom show-and-tell periods indicates ) 
that educators are aware of the value of 
group process. Group process does not need 


to be restricted to certain periods of the 
day, however. It can—and in many schools 
does—represent a new approach to the total 
educative process, one which markedly 
changes self organization. 


5. An individual strives toward consistency 
and integration of the self. This hypothesis, 
the heart of Lecky’s theory of personality, 
may well be discussed by using one of his 
illustrations. He describes a youngster who 
despite considerable intellectual ability was 
a poor speller. Knowing that the boy saw 
himself as a rather independent person, 
Lecky managed to convince him that not 
being able to spell accurately made him de- 
pendent on others for help. The boy saw 
his own inconsistency in self valuation and 
was thereby forced to modify one of his self 
perceptions. Because feeling independent 
was more important to him than being un- 
able to spell, he began to think of himself 
as someone who could spell. His spelling 
improved rapidly as he strove to prove this 
fact to himself and thereby to maintain 
a picture of himself as an independent 
person.® 

From an outsider’s point of view every 
self has inconsistent elements within it. The 
person himself, however, is unaware of most 
of these inconsistencies. If outsiders can 
bring these inconsistencies into awareness 
in a non-threatening way, self reorganiza- 
tion occurs. The lower-level element 
within the hierarchy of self organization is 
generally altered so as to preserve the 
higher-level element. It is possible, of 
course, for modifications to take place on 
both levels. 


6. Significant change in behavior occurs 
only with change in self. Despite the 
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handicap of large classes of 30 or 40 
youngsters, a truly successful teacher deals 
with each as an individual. By itself the 
practice of grouping children does not ac- 
complish hisaim, The teacher is concerned 
with the separate self organizations repre- 
sented in his classroom and he knows the 
elements in each. He provides acceptance 
for youngsters. He is aware of individual 
perceptions and of inconsistencies within 
each self, He has faith in children’s willing- 
ness to learn. He realizes fully that effec- 
tive teaching takes place only when changes 
occur within the self, 
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Trial visit: a case study of’ 


placement of a psychiatric patient 


in the VA foster home program | 


Foster home care as a method of helping 
selected patients leave the hospital although 
they do not have suitable family situations 
to which they may return is an established 
procedure in the treatment and after-care 
of the psychiatrically ill. Its effectiveness 
has been demonstrated again and again in 
the foster home programs being conducted 
by several states and in many of the VA 
neuropsychiatric hospitals. 

Preliminary explorations were under- 
taken at the VA Neuropsychiatric Hospital, 
Montrose, N. Y., in 1952 for the placement 
of patients in the foster home trial visit pro- 
gram. With the active support and en- 
couragement of the hospital manager and 
the chief of professional services, consider- 
able interpretation and planning involving 
nearly every part of the hospital community 


Mr. Fisher is chief of social work service in the VA 
Hospital at Montrose, N. Y. Mr. Hirsch was for- 
merly case work supervisor there. 
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had to take place before our attention could 
be focused on the placement of our first 
patient. It was also necessary to devote 
much effort to the education of the com- 
munity outside the hospital to gain at least 
some beginning acceptance of the program 
and to enlist support and active participa- 


tion, Important assistance in the public re- | 


lations aspect of the program was given by 
all levels of the hospital staff from the 
manager to the psychiatric aides. Of par- 
ticular help was the special services depart- 
ment, which encouraged the interest and 
participation of hospital volunteers. As the 
hospital in its variety of relationships with 
the surrounding areas has developed a 
larger measure of acceptance of its part in 
the life of the community there has been 
a corresponding growth in the availability 
of potential foster homes for our patients. 
However, the time-consuming, difficult and 
often frustrating job of home-finding, which 
requires much initiative and follow-up by 


the social worker of even the slightest possi- 
bility, remains a continuing problem. Out 
of this beginning our current practice, de- 
scribed below, has evolved. 

Referrals of prospective patients may 
come from several sources. Occasionally, 
particularly as the program has become 
better known, patients refer themselves. 
The ultimate selection of patients for par- 
ticipation in the foster home trial visit pro- 
gram rests with the ward psychiatrist and 
the medical staff conference in which all 
members of the psychiatric team take part. 
Once the selection has been made the foster 
home social worker begins planning with 
the patient toward placement in a home. 
The home selected should not only meet 
the patient's needs but should also provide 
a therapeutic setting in which further im- 
provement in his condition may be ex- 
pected. Because of the strong sense of se- 
curity afforded the patient by the hospital 
environment, separation from it is often 
most difficult. ‘This is an inherent problem 
in some degree for most patients, but par- 
ticularly for one long hospitalized. Case 
work interviews and the cooperative effort 
of other members of the psychiatric team in 
motivating the patient may be necessary 
over a period of weeks, months and even 
longer, before the patient is ready to take 
this important step into the community. In 
instances where employment is an important 
consideration, planning is coordinated with 
the counseling psychologist. 

Through an educational and interpreta- 
tive process the entire hospital staff as well 
as organizations and individuals in the com- 
munity are interested in the program. Home 
finding nonetheless is the responsibility of 
the foster home social worker. Referrals of 
prospective homes come from many sources 
and are channeled to the foster home 
worker. Upon receiving the referral, the 
social worker arranges to visit the home and 
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interview the applicants. An evaluation is 
made of the physical setting, the personali- 
ties of the family members and their motiva- 
tions for wanting a patient. In the process 
of home-finding, several homes may be 
studied before a suitable one is found for a 
particular patient. 

Potential foster families must be evalu- 
ated in terms of their own stability, their 
interest in patients and their understanding 
and appreciation of the problems in com- 
munity adjustment faced by the psychiat- 
rically ill. A series of several interviews 
with the prospective family by the social 
worker both in the home and at the hospital 
may be necessary before the members of the 
family, individually and as a group, are 
ready to take on the responsibility of hav- 
ing a patient live with them. This readi- 
ness must be reinforced from time to time 
as problems arise while the patient is in the 
home. 


APPROVING THE HOME 


Tentative approval of the home for the 
potential placement of patients may be 
made by the foster home social worker and 
his supervisor after careful review and with 
psychiatric consultation as indicated. Final 
approval of the home for a particular pa- 
tient is a decision of the medical staff. O£ 
paramount importance is the degree to which 
the patient can be encouraged to partici- 
pate actively in the selection of his own 
prospective foster home. After placement 
the social worker, in conjunction with the 
psychiatrist, takes responsibility for visiting 
the home, supervising the patient, working 
with the foster family and, when indicated, 
with the patient's own family. The leader- 
ship and initiative which the psychiatrist 
exercises in referring suitable patients for 
placement and in actively participating in 
the medical supervision during the foster 
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home trial visit is of extreme importance to 
the success of the program. 

The following case study illustrates some 
of the process in placement and supervision 
of patients in the foster home trial visit pro- 
gram as well as the problems involved at 
each step for the patient and for the foster 
family: 

Mr. L is a 27-year-old, single, World War 
II veteran who was transferred to the Mont- 
rose VA Hospital in 1952. At the time of 
placement in the foster home program he 
had been ‘hospitalized continuously for 
nearly seven years. Mr. L’s initial admis- 
sion resulted from a court commitment on 
a charge, later dropped, of impairing the 
morals ofa minor. This incident caused the 
patient real concern, as will be brought out 
later, when placement in a foster home was 
being considered. When first admitted to 
a hospital he was acutely disturbed and 
assaultive. His diagnosis was schizophrenic 
reaction, hebephrenic type. 

Mr. L is one of several children whose 
home life was marked by constant depriva- 
tion and conflict, frequently interrupted by 
his father’s unstable behavior, periodic 
desertion and finally full separation. Un- 
able to cope with the many problems in 
living thus created, Mr. L's mother, herself 
an ineffectual, passively rejecting person, 
placed her children in various institutions. 
Except for an unsuccessful attempt in his 
early teens to make a home with his father, 
during which time he refused to attend 
school and exhibited delinquent behavior, 
Mr. L remained under the care of children’s 
agencies until he was 16. His only regular 
employment was for a brief period as a bus 
boy and dishwasher. The death of his 
father, shortly before his induction into the 
service, brought out Mr. L's resentful and 
hostile feelings toward him. His feelings 
toward his mother have been characterized 
by blame for her failure to provide a home 
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environment for the family and at the same 
time by expressions of a strong sense of 
loyalty and attachment. His attitude 
toward himself has also been marked by 
ambivalence. While he had been con- 
cerned that others see him as a man and 
that he be independent and allowed to make 
his own decisions, he had also demonstrated 
a profound need for approval, acceptance 
and belonging which he sought by conform- 
ing, especially to authoritative figures. 
Beneath a facade of aggressive self-assurance 
Mr. L showed strong dependency needs and 
inadequacy in interpersonal relationships 
and in his ability to cope with his social 
environment. This confusion in regard to 
his own self-concept was reflected later in 
the planning for his leaving the hospital. 


PLANNING WITH THE PATIENT 


During the course of his hospital treat- 
ment Mr. L's psychiatric condition gradu- 
ally improved and he became interested in 
various ward activities, manual arts and edu- 
cational therapy. He began also to take 
part in social dances and ward parties 
sponsored by volunteer groups. When Mr. 
L had improved sufficiently to warrant con- 
sideration of plans for his departure from 
the hospital the ward psychiatrist referred 
him to the social worker. Since the worker 
had had previous contacts with the patient 
and with his mother, first in developing a 
psychiatric social history and later as reality 
problems arose, a beginning case work re- 
lationship already had been established. In 
the process of planning for Mr. L’s leaving 
the hospital consideration was given first to 
the possibility of his returning to his own 
family. Throughout his years of hospitali- 
zation the only members of his family who 
had shown any interest in him were his 
mother and younger sister, who visited occa- 
sionally, The mother and sister share a 
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small apartment. Exploration of the 
mother's feelings concerning her son and 
his plans for leaving the hospital revealed 
not only that there was no room for him in 
the small apartment but also that she was 
emotionally incapable and unwilling to 
assume the responsibility for his care. 
Initially the mother felt threatened by the 
thought of her son making his home with 
another family. Mr. L also was torn be- 
tween wanting to live with his mother and 
wanting to be independent. He was fear- 
ful and insecure, In the course of the social 
worker's interviews with the patient and his 
mother they moved toward a better under- 
standing of what would be involved in 
foster home placement and came to view it 
as an opportunity for a new start in life for 
Mr. L. 

Mr. L was presented to the medical staff 
conference during which the various mem- 
bers of the psychiatric team contributed 
their knowledge and understanding of the 
patient and his hospital adjustment. Ap- 
proval was given by the medical staff for the 
placement of Mr. L in a foster home. Be- 
cause of his emotional deprivation in his 
formative years and his present level of 
immature functioning the staff felt that Mr. 
L needed a period of adjustment in a warm, 
accepting family setting before long-term 
vocational plans should be undertaken. 

In the process of home-finding the foster 
home social worker sought a family situa- 
tion which would best meet Mr. L’s needs 
and the recommendations of the medical 
staff. One of our more important sources 
of referral of prospective homes is the fami- 
lies who have had patients placed with 
them. The Talberts were referred in this 
way. They are a middle-aged, childless 
couple who live in a large, roomy house in 
a semi-rural section approximately 25 miles 
p from the hospital. Mr. Talbert is an out- 
v going friendly person who has traveled a 
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great deal and who, as he put it, “knows 
what it means to be without a home and 
loved ones.” Mrs. Talbert is a rather 
buxom, warm, motherly person. Their in- 
terest in Mr. L was immediate and sincere. 
Mr. Talbert hoped that eventually as the 
patient improved he might be able to help 
in the service station which he operates on 
the place. In the meantime Mr. L's pay- 
ment of board and room would provide 
them with supplemental income. 


THE FINAL DECISION 


Upon the completion of the home study 
and evaluation the social worker discussed 
his findings with the ward psychiatrist. Mr. 
L had known something about the Talberts 
and their home through his discussions with 
the social worker and had expressed a real 
interest., He was again presented to the 
medical staff conference, this time with a 
definite home in mind, and approval for 
the placement with the Talberts was given. 
Mr. L was aware that even though the med- 
ical staff had approved, more had to be 
worked out before he left the hospital and 
that both he and the Talberts would have 
a good deal to say about the final decision. 

Many of Mr. L’s anxieties about place- 
ment, which he had cloaked in expressions 
of enthusiasm for leaving the hospital, were 
brought out when plans were made to visit 
the Talberts. He needed a great deal of 
support and reassurance in making the 
transition to community living. The social 
worker recognized with him the problems he 
would be facing and helped him verbalize 
his doubts and fears, but focused on his 
demonstrated strengths which would help 
him achieve his:goal. The patient gained 
security in the assurance of continued hos- 
pital interest and in the social worker's 
promise of frequent visits until he felt com- 
fortable in his new home. 
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Two visits were made to the Talberts’, 
where Mr. L was warmly received and 
shown around the home and grounds. He 
lingered longest in the room he would 
occupy, opening all the bureau drawers, 
wondering if these were for his use alone. 
The large double bed pleased him and he 
laughingly commented that he wouldn't 
fall out of this bed. On the return trip 
from the second visit he expressed pleasure 
with the Talberts and with the setting. At 
first he thought the amount they asked for 
board and room was too high. He said, “I 
was stunned!” Later when he and the 
social worker ate in a local restaurant and 
he saw the cost of meals he was more accept- 
ing of the financial arrangement. 


THE PATIENT'S FEARS 


Mr. L's ambivalence concerning the Tal- 
berts and placement plans was brought out 
in other ways as is illustrated in the follow- 
ing extract from the social worker's case 
recording: 


As we neared the hospital Mr. L, who had been 
deep in thought for some time, suddenly turned to 
me and asked if I knew why he was first hospitalized. 
I said I did and wondered why he asked. He wanted 
me to know so there wouldn’t be any secrets. Did 
the Talberts know? I said yes, and he appeared 
frightened and tense. I asked if he wanted to keep 
secrets from them. He wondered if this would give 
them the wrong impression, I explained that if it 
had made a difference we wouldn't want to place 
him there. I pointed out how the Talberts were 
interested in him as he is now and not in what had 
occurred before when he was quite ill. I asked if 
he would have felt comfortable living with them 
not knowing how they might react should they 
learn about the circumstances that brought him to 
the hospital. He seemed relieved and replied, “Now 
that they know about me and still want me, they 
must have confidence in me. I am young and I 
would like to put my past behind me and make a 
new start for the future.” For the first time he 
spoke of his being ill, something he had previously 
denied by saying he had “done a bad thing” for 


38 


which he was being punished. He realized that he 
had been confused, sick and in need of hospitaliza- 
tion, but now he felt better and was looking for- 
ward to his placement as the beginning of a new 
life. His fears of rejection dispelled for the time 
being, Mr. L made his decision to live with the 
Talberts. 


Final arrangements took several days. 
There were purchases to be made, clothes 
to be checked and packed, financial details 
to be worked out and the many little things 
that are essential but time-consuming. He 
made his own purchases. Arrangements 
were made to send two monthly checks, one 
to the Talberts for his room and board and 
one to him for his own expenses and needs. 
This especially pleased him as he felt it 
showed our confidence in his ability to 
handle his own affairs. 

The day of placement finally arrived, 
more than four months after the ward 
psychiatrist first referred him for departure- 
planning. In the social worker's case 
recording Mr. L expresses some of his fear 
of separation from the hospital and of the 
new setting to which he is going: 


As I drove up to the administration building (wrote 
the social worker) Mr. L was outside, pacing back 
and forth, all dressed up, suitcase in hand and a big 
cigar held jauntily in his mouth. We met the foster 
care consulting psychiatrist, who spoke to the patient 
about the hospital’s confidence in him, pointing out 
that in a way he is representing the hospital so that 
other patients may be placed in the future. His 
remarks brought a smile to Mr. L's face and he 
pridefully replied that he could handle this respon- 
sibility and the hospital would not regret this con- 
fidence it was placing in him. 

We finished loading his belongings into the trunk 
and were about to enter the car when he hesitated, 
slammed the door and in an angry voice said, “The 
amount the Talberts are asking is too much. I 
don’t want to be taken advantage of.” I gently said 
that he could change his mind if he wished. I could 
understand his being somewhat upset about going 
to a new home and a new life—anyone would—but 
I wondered if he really wanted to give up all the 
plans we had made and return to the ward. He was 
silent and then said, “I guess it will be all right to 


try it out since I'll probably be getting my dis- 
charge before too long.” I reminded him that we 
had been over this before and for him not to count 
on being discharged prior to a year, although it was 
possible depending on many things. By expressing 
his fear of separating from the hospital Mr. L was 
testing me to determine our continued interest in 
him. My remarks apparently satisfied him and he 
appeared relieved. His outward air of confidence 
returned atid he entered the car without further 
question. The 25-mile drive to the Talbert’s pro- 
ceeded uneventfully. 


In the beginning the social worker makes 
frequent visits to all patients placed in 
foster homes, to help both the patient and 
the foster family with problems of adjust- 
ment. The frequency of visits is decreased 
as the patient’s adjustment becomes more 
secure and the problems are resolved. The 
first visit with Mr. L took place a week after 
placement. He and the Talberts were still 
in the process of becoming acquainted and 
enjoying the novelty of the newly formed 
relationship. On this visit, as on all suc- 
ceeding visits, the patient was first scen 
alone, then the Talberts and finally, if indi- 
cated, both together. Mr. L had been un- 
able to hold down his food for the first two 
days and had a tendency to over-talkative- 
ness and repetition which the Talberts rec- 
ognized as anxiety. They had introduced 
him to friends and neighbors and included 
him in all their social activities, visiting, 
parties, dinners. All this fuss and attention 
in so short a time was both pleasing and 
frightening to Mr. L, emphasizing his feel- 
ings of inadequacy. The Talberts were 
helped to understand the effect this might 
have and they agreed to a more gradual 
introduction into their activities as the pa- 
tient felt more comfortable. At the end of 
the visit Mr. L took the social worker aside 
and commented, “The amount I am paying 
is well worth it.” 

Adjustment for both Mr. L and the Tal- 
berts did not proceed smoothly. Mr. L 
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early began to test out the relationships, and 
the more permissive the Talberts were in 
accepting his behavior (a not uncommon 
reaction of new foster families), the more he 
tested. In a household that arose early Mr. 
L slept late. Chores he volunteered for 
were done poorly or left undone. This was 
in contrast to his excellent work record and 
display of initiative at the hospital. Soon 
after placement he asked to assist Mr. Tal- 
bert at the gasoline station. Against his 
better judgment Mr. Talbert agreed. In 
good humor Mr. Talbert related how one 
of the customers complained to him that 
“instead of checking my oil as I asked he 
merely banged on the hood (which he didn’t 
know how to open) and told me the oil is 
ok.” Mr. Talbert was not too upset by 
this, but when the patient began sending 
customers to his competitor a mile down the 
road when they asked for service he had to 
take him off the job. Mr. L would not 
listen to instructions, although he asked to 
learn, and bragged of his proficiency even 
in things he was not expected to know. This 
was irritating to Mr. Talbert who was 
something of a perfectionist. But most irri- 
tating of all to him was the cigar which was 
forever in Mr. L’s mouth, held with an air 
of nonchalance and waved symbolically. It 
was as if Mr. L needed this outward show to 
impress others of his own self-assurance. 
Mr. L seemed to be feeling his way in a 
new environment, taking advantage of the 
breakdown of authoritative controls in a 
permissive setting and exhibiting the anger 
he had harbored all these years against his 
parents and during his many years in the 
care of social agencies. His inadequacy and 
dependency, which he deeply resented, 
would not permit him to accept instruction 
nor to acknowledge his inability and his 
feelings of insecurity in his new and strange 
setting. 

‘There were, however, many positive ele- 
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ments in the relationship. His desire for 
affection made him considerate of the foster 
parents in many ways. He especially 
sought Mrs. Talbert’s approval and helped 
her with the dishes, brought her an occa- 
sional gift or listened with her to classical 
recordings. He obviously identified more 
with her and focused his negative feelings 
on Mr. Talbert. Nevertheless, Mr. Talbert 
liked Mr, L and wanted to give him every 
opportunity to remain. These assets were 
utilized, as brought out in the following ex- 
tract from the case record, by the social 
worker in helping Mr. Talbert understand 
why the patient acted in this manner: 


I commented on the interest Mr. Talbert was taking 
in Mr. L beyond providing the physical necessities, 
He said he wasn't registering complaints but rather 
was expressing his concern about the patient. He 
wanted to get my thinking about Mr, L's lack of re- 
sponsibility and poor judgment. I explained in 
more detail about the patient’s early years spent in 
institutions, the army and hospitals, where he had 
to be dependent upon others telling him what to do, 
This was how he got along, and in his situation it 
was the only acceptable way to act. Now he was 
asked in just a few short weeks to reverse his life- 
time pattern and to use his own initiative, think for 
himself and act in a mature fashion. Mr, Talbert 
remarked thoughtfully that this was a lot to ask, 
that it must be quite confusing and difficult for Mr, 
L. I agreed and said that we wanted to help Mr. 
L become more independent and able to stand on 
his own feet but it would at best be a long slow 
process. Mr. Talbert wondered if any of us could 
do as well under the same circumstances, I thought 
that the slightest indication of Mr. L assuming re- 
sponsibility was good progress at this time, in view 
of his past, and explained it might take a long 
time for him to establish confidence and a feeling 
of belonging. Mr. Talbert thought he may have 
been too impatient but I assured him he was being 
very patient and understanding. He then spoke of 
how Mr, L took over the responsibility for feeding 
the dogs and performed. this task regularly. The 
dogs liked him and this was unusual since they 
didn't take to strangers readily. When we parted 
he said he felt he understood Mr. L better and had 
more appreciation of what the patient is going 
through. 
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The patient’s relationship with Mr. Tal- 
bert continued to present problems through- 
out the first several months of placement. 
His resentment at being shown how to do 
anything continued and he gradually did 
less and less around the grounds, although 
he still helped Mrs. Talbert with the house- 
hold chores. He even refused to: work for 
pay in such things as cutting the grass or 
cleaning the lawn, saying he wanted a 
“man’s job.” Yet when offered assistance 
in finding steady employment he gave ex- 
cuses. Something of what was underlying 
the relationship with Mr. Talbert was re- 
vealed in the following interview recorded 
by the social worker: 


Mr. L appeared somewhat down in the dumps when 
I visited. I commented on this and he smiled rue- 
fully saying, “I don’t think I am getting along too 
well with Mr. Talbert.” I asked what seemed to be 
the difficulty and he replied, “I don’t listen when 
he tells me things. I know I should because he 
wants to teach me, but I always tell him how to do 
what he’s trying to show me, when I don’t.” He 
stared thoughtfully at the ground and was silent 
for a few minutes before continuing. “You know, 
I never had a father before. At least he never took 
care of me and I could never go to him as other 
boys did for help or advice. My mother didn’t do 
all she could for me either, but at least I knew her.” 
He had made up his mind not to ask anyone for a 
thing or accept help from anyone. He went on to say 
that Mr. Talbert had been like a father and he 
wanted to listen to him and to go to him, but he 
didn’t know how to act any different, not having 
had a father before. I recognized that this must be 
difficult for him and that he couldn't change over- 
night. I was sure Mr. Talbert understood that too 
and added that we were pleased with the progress 
he was making. He said he liked it here and wanted 
to remain and was glad Mr. Talbert understood. 
He'd try to listen more, 


Some minor changes in Mr. L's behavior 
and attitude occurred following this inter- 
view but were not sustained and the prob- 
lems became more severe. In order that the 
patient might maintain his ties with his own 
family the social worker encouraged him to 


visit his mother. It was during this visit 
that Mr. Talbert telephoned and requested 
to see the social worker “about important 
matters that have developed.” The social 
worker visited the home promptly and 
recorded the following interview: 


Mr. Talbert ushered me into the living-room where 
his wife was already seated and without prelimi- 
naries began the discussion. They were specifically 
concerned about Mr. L’s recent preoccupation with 
girls and his demands on them that they introduce 
him to some in the neighborhood. He had com- 
plained to them that he was 27 years old, had been 
institutionalized most of his youth and never had 
the opportunity to meet girls. They recognized 
this as a natural desire and perhaps a sign of grow- 
ing up, but were at a loss as to how they could 
handle it. I wondered if they weren't also con- 
cerned about whether Mr. L could handle it. They 
acknowledged that they were. I could understand 
their feelings of apprehension and remarked that 
all parents are faced with this problem at some time 
and were concerned too, It was even more of a 
problem to the Talbert’s, who hardly knew Mr. L. 
Mrs. Talbert told how the patient expresses 
jealousy when he sees her greeting her husband or 
friends affectionately. Not because he wants to take 
their place but because he doesn’t have anyone to 
greet him like that, he had told her. I pointed out 
some of the normal processes of growing up and re- 
marked that although 27 years old Mr. L was emo- 
tionally quite immature, His wanting to meet girls 
was a normal desire and one experienced by all 
adolescents. Parents could only hope that their 
training and love provided a wholesome environ- 
ment for this new stage of development. It meant a 
risk for any parent and a greater one for the Tal- 
berts since they had not raised the patient from 
childhood and he had not been exposed to their 
patterns of behavior for very long. I assured them 
that the hospital would share the responsibility 
and that we would of course continue to be avail- 
able to them but we realized that the bulk of the 
burden would be borne by them. They saw this 
as an opportunity to help the patient move along in 
his adjustment but had doubts and wanted to talk 
the matter over with me. 

Further discussion revealed that the patient's at- 
titude toward Mr. Talbert made them hesitant as to 
how he might act in the community and as to his 
ability to control his emotions. 1 thought this 
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might be an appropriate time for him to develop 
outside interests, since in spite of the differences 
with Mr. Talbert he seemed relatively secure in the 
home. They were helped to see that only in the 
accepting environment they were providing could 
Mr. L feel sufficiently comfortable to express anger 
and dissatisfaction. Previously he had had to bottle 
up his feelings for fear of punishment or depriva- 
tion of love. I realized how difficult this could be 
for them especially since he would probably con- 
tinue to test them for a long time, not only to see 
how far he could go but to assure himself of their 
affection. I thought this was a lot to ask people 
who only a few months ago were complete strangers. 
Parents had to put up with these things but maybe 
we were asking too much of them. I could under- 
stand if they felt this way and perhaps they wanted 
to terminate the placement. Both protested strongly. 
Mr. Talbert said he didn’t ask me over to take back 
the patient but to seek help and advice on how to 
handle situations and problems as they arose. They 
brought out the many positive feelings they had for 
Mr. L and told with evident pride of the progress 
he had made since coming there. I said I was not 
pressing for his return nor did the hospital feel that 
he should be returned. We realized, perhaps more 
than they, how much they had helped Mr, L, but 
I did want them to know that we understood the 
pressures they were under and that we had their 
interests in mind as well as the patient's. I assured 
them I would discuss their concerns with the doctor 
and would return soon. 


In conferences and trial visit reports the 
ward psychiatrist had been kept informed 
of Mr. L's progress. This interview was 
discussed with him and with the foster home 
care consultant in terms of the dynamics in- 
volved and our feeling that this would be a 
good time to help the patient develop out- 
side interests. The consultant saw this as 
an appropriate time for him to pay a visit, 
which could serve as a supportive and re- 
assuring measure to both the patient and 
the Talberts. The doctor's visit accom- 
plished this and was an integrating factor 
in furthering the relationships and the feel- 
ing of shared responsibility for Mr. L's ad- 
justment. The doctor's opinion was that 
there seemed to be no immediate “danger” 
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signals but close supervision of the situation 
was suggested as a precautionary measure 
because of the patient's physical maturity 
and age. It was agreed that diverting some 
of his pressures and energies to outside pur- 
suits seemed indicated. 

Plans were formulated to help Mr. L 
move into community activities and assume 
more responsibility for himself. A job 
seemed essential since it not only could pro- 
vide economic security and a feeling of ade- 
quacy but could also serve as a means of 
social introduction to the community. The 
counseling psychologist visited with the 
social worker and explored job possibilities 
in the area. Mr. Talbert's large acquaint- 
anceship in the community proved a valu- 
able resource and eventually resulted in an 
opportunity for employment along recom- 
mended lines and in accordance with Mr. 
L's expressed interests and capabilities. 


CRISIS AND RESOLUTION 


This was a crucial period for the patient 
and one fraught with anxiety. He demon- 
strated this by resistance to seeking employ- 
ment and expressing his anger toward Mr. 
Talbert and the social worker. There were 
times when it was uncertain whether he 
would be able to remain in placement. The 
social worker held frequent consultations 
with the medical staff, who felt that the pa- 
tient’s ego strengths and relationship with 
the Talbert’s were sufficiently strong to en- 
able him to act on his doubts and fears. The 
social worker served as a supporting and 
reassuring influence by maintaining a per- 
missive attitude and by focusing on Mr. L’s 
feelings as they related to the realities of 
the moment. The Talberts too were helped 
to understand what was happening, and 
although Mr. Talbert bore the brunt of the 
patient’s hostile feelings his acceptance and 
continued interest gradually helped Mr. L 
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resolve his ambivalence. When he coul 
feel accepted and a part of the home anı 
family, he was able to move into emplo 
ment with some degree of security. 

The job provided Mr. L with proof of 
his ability to stand on his own feet ai 
gave him a beginning sense of independ: 
ence. For the first time he felt self-relian 
and capable of assuming responsibility. Hi 
attitude changed and he could now express 
his positive feelings. Most significant was 
his identification with Mr. Talbert with 
whom he spent most of his leisure time, 
voluntarily assisting him at the gasoline sta- 
tion and in his construction work. 

Had Mr. Talbert not been helped to un- 
derstand and accept what the patient was 
going through during the earlier period it 
is doubtful if he would have been able to 
tolerate Mr. L’s projections, and the pa- 
tient would probably have been returned to 
the hospital. Mr. L was still affectionate to 
Mrs. Talbert but in a more mature fashion. 
He found he “didn’t have the time” (or 
the inclination) to help her with the house- 
hold chores, which he referred to as woman’s 
work. He began to seek out friends his own 
age and in time developed a normal social 
life in the surrounding community. He 
continued his visits to his relatives but was 
beginning to think of plans for his own 
future, which included settling in the com- 
munity, and he looked forward to having 
a family life of his own some day. His — 
mother readily accepted this plan and 
seemed relieved that she wouldn’t have to 
assume responsibility for him. | 

The Talberts were made aware that Mr. 
L would undoubtedly persist in testing 
them because of his continued need to be 
reassured of their affection. ‘They were cer- 
tain they could accept this without having | 
it become a problem. Mr. Talbert was par- 
ticularly delighted with the “man to man” 
relationship he now had with Mr. L. 


On one of the social worker's visits to- 
ward the end of the trial visit year, Mr. L 
came into the house without his cigar. 
When this was commented on he replied, 
“I don’t need the cigar any more; I am a 
man.” 

Mr. L was discharged from the hospital 
rolls at the end of a year. Though no 
longer under the supervision of the hospital 
he is seen occasionally by the foster home 
social worker on her visits into the commu- 
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nity. He is steadily employed and has con- 
tinued to live with the Talberts until he 
can complete plans to find a place of his 
own in town. As for the Talberts, they 
want two more patients. 

It has been the experience of the hospital 
that foster home care, as illustrated in this 
case study, is making a profound contribu- 
tion to the treatment and after-care of psy- 
chiatric patients in their efforts to reestab- 
lish themselves in the community. 


NEUROSIS 


Conscience had a woman’s voice 
Feared when he was young. 

Still needing her he found a wife 
Who spoke the self-same tongue. 


When he felt it lashing him 

He hated and defied 

And scarcely knew he feared 
The still small voice inside. 


Then all impulse to love and work 
Choked by self, grudging gain, 
Sick in soul he gave the world 
His own sick world of pain. 


—Hazel Kuno 
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PHILLIP H. STARR, M.D. 


Comprehensive clinic practice 


in the child guidance uni 


The complexities of the field of child de- 
velopment, child care and child psychiatry 
are immense and the permutations and 
combinations of emotional, social and in- 
tellectual problems seen in childhood are 
virtually innumerable. In order to meet 
the different dimensions of their academic, 
service and research needs, the larger com- 
munities throughout the United States have 
seen the development of a variety of serv- 
ices and facilities for children, including 
residential institutions, hospital inpatient 
units, child guidance clinics, school mental 
health programs, day care centers, pediatric 
mental health clinics, well-baby clinics, 
family and children’s social agencies, etc. 
To dispense comprehensive care and treat- 
ment in the face of such a conglomeration 
of vitally needed settings, it is necessary 
that we arrive at a clear recognition and 
definition of the division of labor and re- 


When this article was accepted (November 1955) Dr. 
Starr directed Washington University’s community 
child guidance clinic. He is now chief of the chil- 
dren's outpatient service, Nebraska Psychiatric In- 
stitute, University of Nebraska College of Medicine, 
Omaha. 
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sponsibility among a wide variety of serv- 
ices for children, all of which are required 
and are here to stay. This is a most difficult 
task but nevertheless a most essential one. 


Without it our practices are muddled, un- © 


clear and at best discharged by the ques- 
tionable rule-of-thumb method. Each of us, 


working within different professional ar- 


rangements, must ask ourselves the two-fold 
question, “What types of situations are we 
professionally best equipped to handle? On 
the other hand, what is the nature of our 


professional limitations and which situa- 


tions should we refer to another more ap- 
propriate facility?” Those facilities that 
are unwilling to undergo this self-analysis 
are in a sense hindering the progressive 
development of community services for 


children as well as failing to render opti- 


mum services to their clients by offering 
them second-best arrangements for help. 
The child guidance movement in the 


adiis 


United States, although in itself an out- — 


growth of the over-all psychiatric and psy- 
choanalytic advances being made within 


this country, has in turn served as an un- 


usual stimulus for the acceptance of the 


field of psychiatry by the community at 
large. Whereas appreciable segments of the 
population are, on the one hand, somewhat 
unaccepting and intolerant of the adult 
who succumbs to an emotional disorder, the 
emotionally handicapped child can usually 
be accepted with all his vulnerabilities. 
This community benevolence has allowed 
for the mushrooming of child psychiatry 
over the last three decades in the form 
of the rapid development of child guidance 
clinics. As a consequence of the quick 
arrival of this new field on the clinical 
scene, we have seen the rapid development 
of intake, diagnostic and therapeutic prac- 
tices geared to the unique properties of the 
multi-disciplinary child guidance approach. 
It is, however, to be expected that in a field 
of such recent origin the psychodiagnostic 
and psychotherapeutic concepts and meth- 
ods are incompletely developed and in a 
state of healthy and inevitable flux. 

It is the purpose of this paper to chart, 
refine and extend the intake, diagnostic 
and treatment concepts of child guidance 
with the hope of clearly defining the field 
with particular reference to its differentia- 
tion from other facilities that work with 
children, In the process perhaps we can 
dislodge both some of the ritualistically 
routine as well as incomplete practices that 
occur in many quarters within the child 
guidance field. It would appear quite likely 
that the clinical practices lacking those 
properties of breadth, range and flexibility 
can to a large degree explain much of the 
basis for case failure. 

Unless this state of our current profes- 
sional fluidity is appreciated and fully en- 
compassed, we are faced with the eternal 
problem of becoming stalemated at our 
present juncture of development. ‘The 
clinic that can allow itself to experiment 
with somewhat unorthodox and varied ap- 
proaches will usually be able to avoid 
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stagnation. It goes without saying that a 
primary requisite for therapeutic success is 
the comprehensive grasp of psychopathology 
along with an adequate understanding of 
psychotherapeutic techniques and skills. Of 
equal importance, however, in the assur- 
ance of case success is the establishment of 
an optimum interview structure and treat- 
ment plan tailored to the specific character- 
istics of the individual situation. This can 
be arrived at only by a thorough and ex- 
haustive diagnostic process which does not 
omit any one of many significant areas 
needing illumination. The absence or 
inclusion of the latter consideration will, 
more often than not, determine the relative 
success of our professional efforts in child 
guidance. An adequate study lessens the 
possibility of improper case selection by the 
clinic or agency as well as unrealistic goal- 
setting in therapy. 

This question of psychiatric and case work 
failure within the practices of clinics and 
social agencies has been receiving much de- 
served and somewhat overdue attention (1). 
The investigations have understandably 
and quite properly focused on the details 
of psychopathology within the patient or 
client insofar as they prevent therapeutic 
progress, Although such an examination 
of the patient is most important, it is 
equally imperative that we subject our- 
selves as well as details of our practices to 
similar scrutiny and study. This task is 
much less appealing and quite anxiety- 
producing, but nevertheless essential. This 
trend has established itself most conclusively 
within the specialty of psychoanalysis, 
where the examination of counter-transfer- 
ence has taken on importance equal of late 
to the careful assessment of transference 
phenomena (2). 

To recapitulate, it is the objective of this 
paper to describe and evaluate the intake, 
diagnostic and treatment practices of child 
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guidance clinics with an eye to relating 
them to other community mental and social 
health services for children. We hope to 
be able to recognize those areas of over- 
lapping function as well as those of unique 
and more typical functioning which char- 
acterize the individual facility of the child 
guidance clinic. Perhaps some of the un- 
derlying and general concepts of intake 
practices of child guidance may have equal 
validity for other services, and it is our 
hope that other child agencies will engage 
themselves in a similar type of self-analysis. 
For any child guidance clinic to thrive, 
it is imperative that it demonstrate its 
worthwhileness in the form of generous 
proof of its therapeutic efficacy, the final 
testimony of which can be recognized by the 
frequency with which it successfully treats 
and rehabilitates emotionally disturbed 
children. To a major degree, an adequate 
and comprehensive method of case selection 
will strategically determine the number of 
treatment “cures.” To assure this com- 
prehensive type of case selection, a clinic 
essentially establishes two lines of defense: 
First, a clear set of intake practices will 
provide the clinic with a more immediate 
method of gross or macroscopic form of case 
selection. Second, the use of an exhaustive 
and encompassing diagnostic team study 
will allow for a much more accurate, re- 
fined and microscopic form of case selec- 
tion. Those cases which filter through the 
first line of defense and which under initial 
and rough observation are not recognized 
as poor therapeutic candidates will most fre- 
quently be so recognized in the intensive 
diagnostic study which follows. 


INTAKE PRACTICES 


In our first section, we will consider intake 
procedures and some of the gross methods 
used for evaluation purposes. The intake 
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committee, composed of the child psychi- 
atrist, psychiatric social worker and child 
psychologist, evaluates data which has been 
collected from the intake interview with the 
parents, together with the application form 
completed by the parents as well as the re- 
ports from the school and physician. With 
this information, an attempt is made to 
classify the child as well as the family with 
respect to the grade of their respective dis- 
turbances. Plotting these gross estimates 
on Chart I allows for an approximate 
arrival at the specific facility best suited for 
helping the child. Where such plotting is 
difficult because of unavailable or conflict- 
ing data, the case is moved into the diag- 
nostic process in order to arrive at such an 
understanding. 

The following is a series of definitions of 
grades of disturbance within both the child 
and his family and will provide us with the 
necessary details for utilizing Chart I. 


DEFINITIONS 


GRADES OF INTRAPSYCHIC DISTURBANCE 
WITHIN THE CHILD 


Grade I: Subclinical Disorder 


Reactive behavioral, psychoneurotic or depressive 
manifestations which are short-lived and transiently 
related to major life crises. 


Grade II: Moderately Disturbed 


The child with a very active and internalized set of 
conflicts which contribute to rather continuous anxi- 
eties and which result in a reduction of his capacity 
to function at his optimum. All in all, the child 
seems to still be able to maintain a moderately ade- 
quate life adjustment in spite of these conflicts. 


Grade III: Severely Disturbed 


This child demonstrates a host of more severe neu- 
rotic conflicts with an accompanying set of severe 
ego disabilities resulting in major problems in its life 
adjustment (intrafamilial, school, neighborhood). 
The extent of the disturbance seems to point con- 
clusively to the need for long-range psychotherapy- 


Grade IV: Malignantly Disturbed 


This child's emotional conflicts are so serious as to 
have very devastating and seriously arresting effects 
on his psychophysiological development. Such a child 
is often subject to severe ego disorganization with 
or without homicidal, suicidal and other types of 
severe anti-social tendencies. 


GRADES OF INTRAFAMILIAL DISTURBANCE 


Grade l: Subclinical Disturbance 

The marital relationship and parent-child relation- 
ships are essentially constructive. Conflicts that 
arise are largely situational and transient so that a 
good degree of intrafamilial harmony exists. 


Grade II: An Established Family Disturbance 


Parent or parents are subject to significant neurotic 
conflicts which to a large extent become translated 
into intrafamilial acting out. Nevertheless, in spite 
of a good degree of active neurotic conflict the 
socio-cultural and intrafamilial adjustment of the 
family group still contains some healthy aspects. 


Grade III: A Severe Family Disturbance 


Parent or parents haye serious neurotic conflicts in 
a very prevalent child-damaging family atmosphere. 
Both the socio-cultural and intrafamilial adjustment 
is heavily disordered and interfered with. The 
family is physically intact but psychologically di- 
vorced, 


Grade IV: A Malignant Family Disturbance 


Parent or parents may have problems of a severe 
neurotic, seriously depressive, borderline psychotic 
or psychotic-like variety which tends to predispose 
towards severe disorganization and/or emotional de- 
privation in the children. The malignant family 
situation is largely unalterable so that the social 


‘Tescue of the children appears to be the only 
solution. 


Planning services for the child is not 
possible unless the status of the child’s 
family and the status of the child (its 
Strengths and weaknesses) are simultane- 
ously arrived at. Errors are most frequently 
made where such a two-dimensional evalua- 
tion is not considered but instead the child 
alone or his family alone is evaluated more 
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or less one-sidedly. Plotting the degree of 
the child’s disturbance against the corre- 
sponding degree of the disturbance within 
the setting in which he exists provides us 
with the key for arriving at the specific facil- 
ity or program that is best suited to the 
child’s therapeutic needs. Such cross-check- 
ing has not been given its full importance 
by many people in the field who have been 
charged with the responsibility of planning 
for the child. 

What are the basic considerations which 
enter into the formation of the intake prac- 
tices of the child guidance clinic? For the 
answer, it is most instructive for us to con- 
sider the development of the individual per- 
sonality, which is essentially a product of 
the interaction of both external and inter- 
nal forces. In similar fashion, the clinic's 
intake practices are to be comprehensively 
arrived at and are a consequence of extra- 
clinic and community needs and pressures 
on the one hand and intra-clinic needs and 
pressures on the other. This type of indi- 
vidual tailoring of the intake policies to the 
specific properties of the clinic and to the 
community in which it exists should be con- 
ceived of as a reality adjustment which is 
essential for the professional and adminis- 
trative success of any one child guidance 
clinic. Further, the establishment of an 
optimal balance between these two field 
forces will insure a good degree of both 
community and intra-clinic harmony. In 
what follows, these two major considera- 
tions will be examined in more detail. 


EXTRA-CLINIC, COMMUNITY AND 
INTER-AGENCY CONSIDERATIONS 


Hand in hand with increased sophistication 
and lessening prejudice among both lay- 
men and professionals, the demand for 
mental and social health services for chil- 
dren has increased manifold. It is to be 
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CHART I 


Starr's guide to community mental and social health services 
for children and their families 


DEGREE OF SEVERITY OF FAMILY'S DISTURBANCE 


GRADE 1 GRADE 2 GRADE 3 GRADE 4 
GRADE 1 TYPE A TYPE B 
TYPE B 


TYPE B TYPE B 
oS i T a 
GRADE 3 TYPE C TYPE C TYPE C TYPE D 
TYPE D 
GRADE 4 TYPE C TYPE C TYPE D TYPE D 


Key To Types Of Services 


DEGREE OF SEVERITY OF CHILD'S DISTURBANCE 


Type A FAMILY LIFE EDUCATION Type C CHILD GUIDANCE CLINICS 
SCHOOL MENTAL HEALTH PROGRAM (PSYCHIATRIC CLINIC FOR 
GROUP RECREATIONAL ACTIVITY CHILDREN) 
DAY CARE CENTER 

Type B SOCIAL AGENCIES Type D RESIDENTIAL TREATMENT 
CHILD WELFARE AGENCIES CENTERS 


GROUP THERAPY PROGRAMS 
PEDIATRIC-PSYCHIATRIC 
CUNIC 


HOSPITAL PSYCHIATRIC 
INPATIENT UNIT 


P Tr: 


expected that at least within the foreseeable 
future the demand of the community for 
such services will always be greater than 
the supply. This can be understood only 
if one appreciates the staggering incidence 
of emotional disturbance in our society. In 
a sense we have a most desirable and sought- 
after commodity, but one that is not in 
abundant supply. We must therefore face 
ourselves continuously with the question: 
How can we invest our limited professional 
time most economically and profitably in 
order to obtain the maximum in therapeutic 
returns which in itself will determine the 
clinic’s good standing in the community? 

Unlike the proverbial lady, a child guid- 
ance clinic may develop a bad reputation by 
virtue of the company it does not keep, ie: 
those families who are refused treatment 
services in the clinic. Any clinic that is 
worthy of its name will of necessity have to 
“reject” a large number of its referrals be- 
cause of its staff and space limitations. Con- 
sequent upon such a “rejection” (no matter 
how realistic its basis) both the family and 
the referring source will frequently cease to 
be a supporting friend of the clinic. It is 
then most imperative that the selection be 
made wisely and fairly, insofar as the con- 
tinuing avalanche of referrals is often a 
serious threat which eternally faces the 
clinic with the possibility of community 
failure. The intake policies of the agency 
must provide a method for a successful part- 
solution to an unending dilemma. 

Any one community consists of a series of 
referral sources—family agencies, children’s 
institutions, physicians, schools, private 
families, children’s hospitals, etc. For the 
clinic to merit the community's good will, 
it is necessary that it avoid assuming a 
prejudiced position. Its services have to be 
offered evenly and cross-sectionally to these 
multiple sources. In most larger communi- 
ties there usually exist several child guid- 
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ance clinics and many social agencies whose 
efforts are devoted to the care of emotionally 
maladjusted children and their families. 
Any one clinic should arrive at a fair divi- 
sion of labor in collaboration with its “pro- 
fessional siblings.” It is most vital for a 
clarification of its operation that each clinic 
and agency arrive at an appreciation of 
which children and their families they are 
best equipped to help. Such an awareness 
will stem from a close look at the staff con- 
figuration relative to their individual train- 
ing and experience, the disciplines they 
represent as well as those special skills and 
endowments which some have and others 
lack. 

More ideally, the intake should include 
the consideration that those children who 
are to be admitted are in need of a particu- 
lar type of service which is relatively un- 
available to them in any other clinic or 
agency in that community. Such an ap- 
proach solves the problem of the duplica- 
tion of community services or, put another 
way, furthers the individualization of serv- 
ices. Adequate inter-agency communication 
allows for this division of professional 
labor to occur. In essence, where several 
such agencies and clinics exist in any one 
community, it is important that they indi- 
yidually move in the direction of specializa- 
tion. Unless it can develop in this way, 
any one resource may have difficulty in con- 
vincing- the community that there is a real 
need for its existence. 

It is the responsibility of each clinic or 
agency director to take an inventory of both 
the capacities and limitations of his profes- 
sional unit. Pitfalls for potential failure 
are inevitably dug where an individual 
chooses to overlook these properties of his 
professional staff and program. With re- 
spect to the child guidance clinic, such an 
arrangement is equipped to handle only 
the outpatient variety of emotional disturb- 
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ances of childhood. ‘The tendency to accept 
children who by the nature of their disturb. 
ance are best studied and treated within a 
hospital psychiatric unit or a residential 
treatment center must religiously be 
avoided. 

In the other direction, cach community is 
equipped with several agencies which are 
well able to handle the subclinical dis- 
orders of childhood. When these cases are 
accepted in a child guidance facility, at 
most only second-best results can be 
achieved. More importantly, this ill-ad- 
vised practice detracts from the clinic's abil- 
ity to make the community aware of the 
dimensions of psychiatric and casework 
care for children other than child guidance. 
As a consequence, we see such clinics and 
agencies temporarily and unnecessarily re- 
lieving community anxieties. The develop- 
ment of appropriate children’s services are 

thereby forestalled. 

In yet another area and for the purpose 
of minimizing the overlapping of services, 
the child guidance clinic should not accept 
more than a small number of families who 
are seen for supportive or ameliorative 
therapy. These goals are more properly the 
objectives of social agencies wherein case 
workers are ideally equipped to provide 
such help. In order that a clinic establish 
its own professional identity, thereby dif- 
ferentiating itself from social agencies, the 
larger part of its therapeutic program 
should allow for intensive psychotherapeu- 
tic experiences with goals aimed at struc- 
tural and reconstructive changes within the 
child as well as his parent. 

It is a great temptation, most difficult to 
control, for all of us irrespective of our field 
and agency to dispense help indiscrimi- 
nately and to all comers. This is made es- 
pecially difficult when we appreciate that 
most clinics and agencies can in actuality be 
of “some” help to all children and their 
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families, Only when we recognize that we 
in fact perform a disservice to them when 
we indulge in such questionable methods 
of practice are we conscientiously alerted to 
the need for self-discipline, which in turn 
provides us with a basis for instituting com- 
prehensive selection. Perhaps we should 
repeatedly ask ourselves, “How can we in- 
vest our professional time most wisely and 
economically so as to realize the greatest 
return in the form of patient recovery and 
the progressive development of community 
services for children?” 


INTRA-CLINIC CONSIDERATIONS 


No two clinics or two agencies are identical. 
In the final analysis, any one facility is made 
up of professional people of different dis- 
ciplines, with different training and experi- 
ence, with variable skills, contributing vari- 
able amounts of time. In essence it is the 
sum total of the properties and qualities of 
each of the individual professional partici- 
pants that determines the final product 
with respect to the scope and limitations of 
the unit. Depending on these variables, 
any one child guidance clinic may not be 
too far removed from the services rendered 
by any one of the more advanced social 
agencies, 

To use a suitable analogy, the flavor and 
consistency of the cake itself is basically 
determined by its ingredients. If we mix 
one part of psychiatry with equal parts of 
clinical psychology and psychiatric social 
work the integrated product is a child guid- 
ance clinic. On the other hand, if the in- 
gredient of any one agency is almost ex- 
clusively case workers and the psychiatric 
and psychological participation is quite 
peripheral and minimal, we have quite a 
different product with the psychiatric serv- 
ices at best representing a topping or an 
icing on what is basically a social work or- 


ganization. In all fairness, it should be 
mentioned that there are some child guid- 
ance dinics throughout the country who 
have available only small amounts of psy 
chiatric time (and this largely for appear 
ance’s sake) and whose programs show no 
essential differences from other non-psychi- 
atric facilities working with children. 
Inservice training and research activities 
must be an integral part of a progressive 
child guidance program. Without them, 
opportunities for the refinement and bener- 
ment of diagnostic and therapeutic pro- 


| cedures cannot be made. Professional stag- 


nation is the alternative to continued re- 
search and teaching, which are activities 
that virtually insure a high quality to the 
service rendered. An optimum educational 
unit should provide all participants with 
cross-sectional and wide experience in their 
field. ‘This implies that they be given the 
opportunity of working with children of 
various ages and both sexes, as well as be 
exposed to patients subject to a range of 
different types and orders of disturbance. 
Such a consideration for a diversified experi- 
ence will inevitably shape and determine 
some of the intake practices. In an equally 
great measure, the content of research proj- 
ects will play a role in the further deter- 
mination of which cases are to be selected. 

In essence, therefore, intra-clinic consid- 
erations depending on the needs and inter- 
ests of the professional participants should 
be a factor in structuring intake policies. 
As stated previously, this aspect must be 
carefully and judiciously balanced against 
community needs. Fortunately, most clinics 
and agencies are advantageously provided 
with enough leeway for a synthesis of such 
seemingly opposite needs and pressures to 
be effected. 

In passing, other factors will be briefly 
mentioned as they represent some of the 
other general determinants of intake prac 
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tices. Depending on its source of support, 
any one clinic may find it necesary to 6t 
tablish a particular close liaison with either 
a court, a school system, a hospital or an- 
other community agency. As a conse- 
quence, a large segment of its case load will 
often originate in one particular organiza» 
tion or institution. Geographical limita- 
tions on intake are also determined by the 
clinic's source of financial support. In those 
situations where a clinic is compelled to 
earn some of its own support, the nature of 
the family income will also enter in as a 
determinant. 


DIAGNOSTIC PRACTICES 


Planning for children who are subject to 
emotional, social and/or intellectual prob- 
lems is achieved most ideally when the 
clinic or agency has available a thoroughly 
complete diagnostic assessment. Such a 
study, of necessity, has to be of a global 
nature which takes into consideration the 
multitude of factors which originally 
created the child’s disturbance as well as 
those which currently contribute to and 
hamper the child's progressive develop- 
ment. The diagnostic contribution of the 
child guidance clinic is a unique one which 
cannot be duplicated by any community 
agency that does not employ the direct serv- 
ices of the clinical team in such an effort. 
The individual contribution of each mem- 
ber of the team is a specific one, and the 
pooling and sifting of their combined data 
allows for a comprehensive formulation 
that is otherwise unattainable. Most social 
and child welfare agencies avail themselves 
of either partial or indirect services wherein 
the psychiatrist and/or psychologist are not 
used or if the psychiatrist participates he 
does so on an indirect or consultative basis. 
The final diagnostic products in these dif- 
ferent situations cannot be the same. It 
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should be emphasized that there is a vast 
difference between the integration of direct 
psychiatric and psychological services on 
the one hand and their peripheral consulta- 
tive participation on the other. 

It would seem to be most instructive for 
us to examine in detail the diagnostic proc- 
ess within the child guidance clinic in order 
to appreciate the specialized nature of its 
contribution to the community of disturbed 
children. To begin with, every child ad- 
mitted who has not had the benefit of a 
recent pediatric examination is seen by the 
clinic pediatrician, and when indicated the 
child is referred for more intensive meta- 
bolic, neurophysiological and radiographic 
studies. In the average “case” we auto- 
matically look upon the child, his mother 
and his father as the three most significant 
family members in need of thorough psy- 
chiatric-psychological-social study. The in- 
terviews are so arranged among the three 
members of our clinical team that we obtain 
a variety of clinical specimens and impres- 
sions. Further, we insure the opportunity 
of cross-evaluation of each of the three 
family members by submitting them to at 
least two clinical exposures by two separate 
clinical examiners. 

In order to establish some perspectives 
for our diagnostic and therapeutic frame 
of reference, it seems wise to refer to Chart 
II. Our central focus (represented by 
sphere 1, primary and inherent forces) is of 
course the child, and we consider him with 
respect to the following considerations: (1) 
his constitutional endowment, both physical 
and psychological, (2) his physical disabili- 
ties and illnesses, (3) his adverse environ- 
mental experiences and traumata, (4) his 
distorted perceptions, misunderstandings 
and misinterpretations of his life experi- 
ences. After our initial consideration of 
the child we then visualize the natural 
mother or her substitute (represented by 
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sphere 2, secondary and maternal forces) as 
the most important representative of the en- 
vironment during his formative years, for it 
is she essentially who provides him with the 
physical and psychological lifeline through 
which he establishes his primary adjustment. 
In both a genetic and chronological 
sense, the father and siblings (represented 
by sphere 3, tertiary or intra-familial 
forces) take on increasing importance 
for him with the passage of time. 
Certainly with the child’s increasing depar- 
ture from the family circle beginning at 
age 5 his interpersonal relationships within 
the school and neighborhood become more 
and more significant in determining fur- 
ther trends in his personality development. 
In essence, therefore, we point our investi- 
gative efforts in the following directions: 


E The child is studied with respect to his 
internal (intra-psychic) and external (en- 
vironmental, interpersonal) adjustment. 
E The mother-child system is studied with 
respect to the nature and quality of the 
relationship, focusing particularly on the 
strengths and weaknesses of the unit. 

E The family constellation is evaluated to 
ascertain the major conflicting currents 
within the setting and their specific impact 
imparted to the child. The individualized 
relationship of specific family members with 
our child-patient is recognized and some 
partiality is given to the assessment of the 
State of the marital union. 


In referring to Chart II it is to be fully 
appreciated that the child, on the one hand, 
can be directly and contiguously affected 
by the individual experiential forces as 
they exist in spheres 2, 8 and 4. On the 
other hand, he can be similarly affected 
by transmission of such forces from spheres 
4 to 3 to 2, and the mother so influenced 
interacts with the child. The mother, 
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Significant experiential forces in child development 
(OPERATIONAL FOCUS IN CHILD GUIDANCE) 


4 
SOCIO-CULTURAL MILIEU 


3 
THE FAMILY UNIT 


SCHOOL NEIGHBORHOOD 


2 
THE MOTHER 


FATHER 


SIBLINGS | RELIGION 


PARENTS 


LESS SIGNIFICANT RELATIVES 
ORGANIZATIONS 


RACIAL 


Key 


Sphere 1 PRIMARY AND INHERENT FORCES Sphere 3 TERTIARY OR INTRA-FAMILIAL FORCES 


Sphere 2 SECONDARY OR MATERNAL FORCES Sphere 4 PERIPHERAL OR EXTRA-FAMILIAL FORCES ` 


Chronological Period of Maximal Influence on Child of the Above Experiential Forces 


(Spheres 1 & 2) (Sphere 3) (Sphere 4) 
o 2 Years 5 Years and After 


as a consequence of her biological and social 
role with the infant, funnels all such extra- 
familial and intra-familial influences and 
traumas impinging on her in the direction 
of her child during his first two years of 
life. This becomes less true as the child 
moves away from such an early symbiotic 
arrangement with his mother (3), 

To illuminate and grasp these varied but 
significant areas is a most arduous and 
complex task. The psychiatrist should 
come to utilize and welcome data obtained 
by the associate disciplines of social work 
and psychology within the child guidance 
clinic. The time-honored consideration of 
the team approach involves the three dis- 
ciplines of psychiatry, clinical psychology 
and psychiatric social work collaborating in 
a mutually reinforcing and supplementary 
fashion. The benefits of such a profes- 
sional partnership are clear. Complications 
in this approach arise largely as a con- 
sequence of a poorly conceived framework 
of the individual role of each of the dis- 
ciplines. Whenever such a merging of pro- 
fessional activities occurs, there tends to 
take place a confusion of the identity, re- 
sponsibility and basic contributions of each 
of the three disciplines. The temptation 
is a great one to over-extend one’s bound- 
aries and usurp fundamental functions of 
the other fields. In what follows we will 
attempt to clarify the basic contribution of 
each discipline to the diagnostic exercise 
within a child guidance clinic. 


@ The psychiatric social worker’s central 
task is a cross-sectional clarification of the 
family dynamics so that she is allowed to 
arrive at a formulation of the family con- 
stellation with its various assets, limitations 
and problematic interpersonal interactions 
in which our child-patient exists. Her 
point of departure and major emphasis 
should occur within spheres 4 and 3 (extra- 
familial and intra-familial forces) allowing 
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herself some minimal excursions in the di- 
rection of spheres 2 and 1. Such informa- 
tion is obtained by interviews with the par- 
ent. Her data can be inestimably enriched 
by a home visit but for various reasons this 
practice, unfortunately, is virtually extinct. 


E The psychologist’s essential contribution 
is an over-all attempt to assess the intra- 
psychic content and operation of the child 
with particular emphasis, on his conflictual 
areas. This is achieved by directly evaluat- 
ing the child, utilizing a variety of test 
methods. The psychologist largely investi- 
gates sphere 1 and may depart somewhat 
into considerations of the forces at work 
within spheres 2 and 3. 


E The psychiatrist, armed with an overview 
and a broad understanding of. the child 
and his family, proceeds selectively to ex- 
plore choice areas which seem most per- 
tinently related to the genetic, structural 
and dynamic aspects of the child’s specific 
illness and psychopathology. This may be 
achieved by supplementing and further ex- 
ploring significant areas already detected 
by the psychologist and the social worker. 
Or the psychiatrist may find it necessary to 
venture into material that has been by- 
passed by the previous examiners for any of 
several reasons. His basic purpose is to ex- 
tract the most relevant material which pro- 
vides him with a working hypothesis for 
planning subsequent therapy or programs 
for the child. More peripheral data which 
has less significant bearing on the child re- 
mains unexplored. The psychiatrist utilizes 
the opportunity to interview both parents 
and child in order to effect the necessary syn- 
thesis of intra-familial and intra-psychic 
(child’s) dynamics. 

Procedures which deviate substantially 
from the above lines of exploration result 
in needless duplication of data and poor 
disciplinary contributions, Chart II repre- 
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sents diagramatically the approximate divi- 
sion of labor just described and indicates 
that although overlapping of function is 
inevitable it can be kept to an irreducible 
minimum, 

At the conclusion of the study we should 
have enough data to allow us to set down 
the following: 

Diagnostic category 

Symptom-complex 

(descriptive consideration) 

Quantitative consideration 


INTRAFAMILIAL PSYCHOPATHOLOGY 
Grade 

1 Sub-clinically conflicted 

2 Moderately conflicted 

3 Severely conflicted 

4 Malignantly conflicted 


PSYCHOPATHOLOGY WITHIN THE CHILD 
Grade 

1 Sub-clinical disorder 

2 Moderately disturbed 

3 Severely disturbed 

4 Malignantly disturbed 


Diagnostic formulation 
(qualitative consideration) 
Constitutional and physical factors 
Genetic factors 
Historical and developmental 
(intrafamilial and socio-cultural) 
Dynamic and structural factors 


Establishment of a total treatment plan 
(to be discussed in the section which follows) 


TREATMENT PRACTICES 


Child guidance clinics are obviously and of 
necessity child-oriented and as such differ 
basically from most of the private and pub- 
lic social agencies which are geared to the 
broad aspects of family rehabilitation. This 
implies that the clinic has a more uniform 
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therapeutic approach while family agencies 
may set their sights on any one or more of 
several interactional disturbances (4) within 
the family that presents itself for help. We 
in the child guidance clinic face ourselves 
with the question: “Which focal areas of 
family disturbance and which family mem- 
bers should be concentrated upon in our 
therapeutic efforts so that maximal results 
are effected with respect to the improvement 
of the child?” Thus a total therapeutic 
plan can be arrived at in many cases by 
taking advantage of an exhaustive diag- 
nostic approach, 

In order to more clearly differentiate 
themselves from social agencies which are 
also occupied with helping emotionally- 
disturbed children, it is rather self-evident 
that the clinics are expected to work toward 
more intensive and reconstructive results 
with respect to their child-patients. It is 
to be assumed that within this presentation 
we do not refer to supportive or ameliora- 
tive methods of therapy, which are essen- 
tially geared to the modification of the prob- 
lem rather than to any basic alteration 
within the personality of the child. Inherent 
in the case work or supportive approach to 
the parent is the objective of “containment” 
rather than the goal of basic alterations in 
attitude of the parent toward the child so 
that the mother is moved to the point of 
desisting from any further active interfer- 
ence in the child’s progressive development. 

More pertinently, we consider that our 
over-all therapeutic focus is on the totality 
of the child with respect to the various sets 
of internal (intra-psychic) conflicts as well as 
his external (interpersonal) conflicts. With 
the large majority of children and their 
families seen in the clinic this goal is 
best achieved by working through the basic 
problems in the mother-child relationship. 
This is because the mother, in the large 
majority of cases, occupies a significant and 


strategic position in the child’s develop- 
ment and consequently has had a primary 
influence on him. This is our point of de- 
parture in the initiation of therapy, as well 
as the ‘point of final return during the 
termination of therapy. The courses are 
varied and manifold between the start and 
the end, and are completely dependent on 
the characteristics and complexities of the 
individual situation. — 

In focusing so definitively on the mother- 
child relationship, it should not be over- 
looked that other significant, albeit more 
peripheral, relationships of the child are to 
be appropriately explored. Nevertheless, 
in our therapeutic navigation we attempt 
to steer a course which always leads back 
to the significant and primary mother-child 
system, although many varied detours are 
unavoidable, necessary and often essential. 
In the same way, therapy with the mother 
is much more circumscribed than is the 
practice within case work agencies. | Al- 
though an appreciation of her total person- 
ality and problem areas is most important, 
the significant therapeutic work cen- 
ters on a corrective and reconstructive re- 
pair of the relationship she has with her 
child. In the pursuit of such a goal with 
the mother, the vicissitudes of her own anxi- 
eties and the varied set of her interpersonal 
problems is inevitably entered into, but the 
extent of their exploration is strategically 
geared to only those significant facets which 
have powerful bearing on her attitude to- 
ward the child. Such an orientation calls 
for a good deal of ‘professional experience 
and self-discipline since it involves a highly 
selective therapeutic process. Ineffective 
and uneconomical work with parents in 
child guidance arises largely from a random 
type of therapeutic activity with the adults. 
Without a sharpened focus on our objec- 
tives, at best only partial therapeutic gains 
are achieved. 
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In a considerable number of cases, it has 
been our experience that unless basic and 
substantial improvements can be effected in 
the mother-child relationship per se, one 
should seriously question the degree to 
which the child can be helped. Where the 
child continues to reside in the home dur- 
ing and following the therapy program, any 
substantial gains that may have been 
achieved may fail to undergo consolidation 
and instead be easily reversed in the face of 
highly pathological attitudes still emanat- 
ing from the mother. Stated in another 
way, if the mother cannot move into the 
position of “auxiliary therapist,” a child 
guidance program would appear to offer 
only a limited and temporary type of alle- 
viation for the child's problem. For the 
mother to have such capacities, one would 
expect to be able to recognize that her emo- 
tional constellation is such that her con- 
structive attitudes toward her child over- 
balance her destructive ones. Such an iden- 
tification with her therapist allows the 
mother to effect basic changes within the 
family constellation which convert the 
child's “residential” experience at home 
into a therapeutic one. Unless the 
child is provided with a moderately healthy 
home arrangement of this kind, it may be 
too much for us to expect that a I-hour 
weekly therapeutic contact can go very far 
in reversing his psychopathology, which to 
a large degree may be directly correlated 
with the disturbed family atmosphere in 
which he continues to live. 

Flexibility in treatment planning is most 
imperative because no two “cases” (nor two 
therapists) are identical. Without this el- 
bow room many situations are slated for 
failure from the beginning. Unless one can 
match the appropriate treatment plan to 
the particular nature of the child’s and 
his family’s disturbance, therapy will often 
not “take.” 
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Of central importance in the total treat- 
ment planning is the framework of the in- 
terview structure. This may be set up vari- 
ably but is most significantly dependent 
upon diagnostic findings. There are three 
significant variables for us to be concerned 
with in the establishment of the interview 
structure. 


SELECTION OF PATIENTS 


Which family member or members are 
to be included in the treatment? In all 
cases the child is introduced to some degree 
into the therapeutic process. Because of 
the central importance of the mother in 
the determination of personality as well as 
symptom formation in the child, she is 
similarly involved in the majority of situ- 
ations. The mother of course need not be 
introduced into the plan if she has not sig- 
nificantly influenced the child (either in 
the case of her physical absence during the 
child’s early years or where she has de- 
faulted her maternal role to another family 
member). In such situations the mother 
substitute may be included. Where mother 
and child are involved in a complementary 
neurosis, the father need not be included to 
any substantial extent, 

Serious consideration should be given to 
the concept of the active psychopathogenic 
agent—that member of the family who pri- 
marily feeds the family neurosis and by his 
(or her) continuous acting-out shapes its 
neurotic structure. If such an individual— 
mother or father—is extensively disturbed 
and/or refuses to participate in the thera- 
peutic process, therapy with the child will 
be of limited value unless the individual 
can be neutralized through removal or 
therapy. Until such a step is achieved, it 
seems wisest to postpone child guidance 
therapy for the child-patient. If the active 
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psychopathogenic agent is someone other 
than the mother and can profitably be in- 
cluded in the plan, it seems significant for 
him to replace the mother in the interview 
arrangement. In such situations the mother 
can be seen but mostly on an informant 
basis and with the hope of using her for her 
stabilizing influence on the conflicted house- 
hold. 


THERAPIST-PATIENT MATCHING 


Which therapist or therapists can be as- 
signed to which family member or mem- 
bers? Therapists vary as to their disciplines 
and skills, their individual preferences for 
patients (sex, age, type of problem) and their 
ability either to work collaboratively with 
other therapists or to work singly. When 
these variations are taken into considera- 
tion, matching of specific cases to specific 
therapists is accomplished much more suc- 
cessfully. 

As many as, but certainly not more than, 
two therapists should be involved in any 
one case. In our experience, a single thera- 
pist in many situations has been able to 
work optimally seeing both the mother and 
child sequentially in what is known as the 
triangular treatment plan (5). 


NATURE OF THE INTERVIEWS 


What will be the sequence, frequency 
and duration of the interviews? These can 
be variously staggered. There seems to be 
no good reason to keep ritualistically in all 
cases to a full hour of therapy contact. Spe- 
cial advantages seem to arise from having 
the therapist interview the mother just prior 
to his contact with the child. This fresh 
briefing arms and prepares the therapist 
with information that he can use to under- 
stand more significantly the productions of 


the child. Often such an arrangement will 
also provide the therapist with the opportu- 
nity for timely interpretations to the parent. 

The following represents some of the al- 
ternate plans of design for the interviews: 


E The triangular treatment plan described 
above can be utilized much more exten- 
sively in child guidance clinics than has 
been the practice to date. It has been our 
experience that many of the taboos against 
the utilization of one therapist for the 
mother and the child are not borne out in 
the clinical trial of this method. 


E The four-fold approach: There are situ- 
ations which clearly need the assignment of 
separate therapists to the child on the one 
hand and to the parent or parents on the 
other. Adolescents quite frequently are 
seen to be in need of therapeutic privacy, 
for their struggle often is represented by 
an intense need to establish their own psy- 
chological identity apart from the parents. 
The child with an extensive paranoid pre- 
disposition will often find it virtually im- 
possible to proceed with therapy unless he 
has appreciable assurance that the feared or 
hated parent has no access to his secret com- 
munications. Parents as well as children 
are often seen who because of extensive 
affect hunger, possessiveness and exagger- 
ated dependency find it virtually impossible 
to share their therapist. i 

E The child is seen exclusively with or with- 
out the very minimal participation of the 
parent: From time to time we observe chil- 
dren with a surprising amount of ego 
strength and an unusual motivation for 
help who essentially function in a thera- 
peutic situation in an almost adult-like 
fashion. Substantial therapeutic gains can 
be made without involving the parent in 
the treatment plan. 

M@The parent is seen exclusively with or 
without the very minimal participation of 
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the child: In pre-school children and where 
it can be clearly recognized that the parent 
is grossly causative of the child’s disturbance 
and continues to feed the illness, work with 
the parent alone can often effect extensive 
changes in the child. 

In developing a total treatment plan, a 
vigorous and resourceful extension of the 
dinic’s influence in effecting positive 
changes within the child's educational-socio- 
cultural milieu is very much indicated. Ac- 
tive psychiatric recommendations are made 
for change in his school, neighborhood and 
recreational experience in order to establish 
constructive situations more favorable to 
his developmental and maturational needs. 
Such changes act as further catalysts in the 
therapeutic process. A semi-annual review 
of therapeutic progress allows for the pos- 
sibility of change in treatment planning as 
it may be affected by newer insights which 
may have been arrived at belatedly or by 
significant alterations in the child’s life and 
interpersonal situations. 


SUMMARY 


We have attempted to outline the role of 
the child guidance clinic within the family 
of facilities serving children in any one com- 
munity. This has largely been arrived at 
through an attempt to delineate those areas 
of its efficacy and those equally important 
areas of its limitations. We recommend such 
an exercise in self-analysis for all other units 
serving children as it tends to point up 
deficits as well as duplications in any one set 
of community facilities and thereby helps in 
over-all organizational planning. 

The specific contribution of the child 
guidance clinic is inherent in the unique- 
ness of its diagnostic and therapeutic goals 
and procedures, which in the final analysis 
are essentially determined by the properties 
and qualifications of its constituent staff. 
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An exhaustive diagnostic study involving 
the clinical team and typified by the child 
guidance approach would appear to be a 
prerequisite for comprehensive and total 
treatment planning. All agencies serving 
children with emotional, social and/or in- 
tellectual problems would appear to need 
such an evaluation in order to effect opti- 
mum services. 

Particular emphasis has been put on the 
important need for flexibility in the indi- 
vidualization of interview structuring. A 
goodly amount of treatment failures seem 
related to lack of flexibility with the result 
that appropriate structuring of the inter- 
view is not achieved. 
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S. MOUCHLY SMALL, M.D. 


Psychiatric evaluation 


of the educator’s role 


Effective solutions to the ever-growing prob- 
lem of mental health require the broadest 
conception of a preventive and therapeutic 
program, Formerly the mental hospital 
existed in geographical isolation, almost as 
if to lend credence to the belief that mental 
illness was something to be hidden or be 
ashamed of. Today the trend has most for- 
tunately been reversed, with psychiatric 
disorders now considered as only one facet 
of various types of medical problems. The 
intimate interrelationship between body 
and mind is well recognized in psychoso- 
matic medicine and the central importance 
of treating the patient as a person instead 
of a collection of bodily organs has been 
clearly enunciated. 

The focus on the individual as a total 
personality was given great impetus by the 
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in mental health 


School of Psychobiology under the aegis of 
Adolf Meyer at Johns Hopkins University. 
Almost concomitantly, psychoanalysis, fa- 
thered by Sigmund Freud, was making its 
influence felt not only in psychiatry but in 
such related fields as anthropology, sociol- 
ogy and education. 

While at first there seemed to be an al- 
most natural rebellion against the idea that 
our thoughts and actions were greatly in- 
fluenced by dynamic and forceful uncon- 
scious drives, the overwhelming evidence 
for such urges to action could no longer 
be denied. However, instead of simplify- 
ing the problem of the sources of human 
behavior, it made the issue even more com- 
plex. Nevertheless, what had previously 
seemed to be totally irrational behavior 
could now be understood and explained. 

With the rapidly growing numbers of 
individuals seeking or requiring psychiatric 
assistance, a new point of view has become 
firmly entrenched. This is the concept of 
a “therapeutic community” in which treat- 
ment is considered to be a function of the 
whole environment and not just of the 
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physician. The psychologist, social worker, 
nurse, attendant, occupational therapist 
are all members of a community team and 
all work toward restoring the individual to 
mental health. 
The same approach transferred to prob- 
‘lems of prevention, early detection or early 
treatment of emotional disorders actively 
involves the educator as a member of the 
therapeutic community. The psychiatrist 
has the task of educating, informing, organ- 
izing and integrating the efforts of the 
various participants and perhaps of taking 
over in a more personal and individual 
fashion should the problem become serious 
or malignant. Thus, this article may be 
said to focus on one of the psychiatrist's 
functions as it relates to the educator. 


THE MODERN EDUCATOR 


We must not overlook the role of the first 
and probably the most important educator 
for the child—that is his parents, and more 
especially the mother. It is in this earliest, 
intimate, life-sustaining relationship that 
the child learns about himself and his en- 
vironment and gradually learns to differ- 
entiate self from non-self. With the self or 
ego thus separated from the rest of the 
world the child can then begin to form 
significant interpersonal relationships. 

It is a well accepted fact in educational 
circles that the scope of the teacher should 
extend far beyond the mere implantation 
of facts in the student’s mind which can 
then be recalled by a given stimulus such as 
an examination. The modern educator has 
a clear-cut responsibility to aid in the de- 
velopment and maturation of the individual 
along emotional, social and cultural chan- 
nels in addition to intellectual develop- 
ment. For a healthy total development the 
child requires stimulation and opportunity 
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for action. This is particularly true during 
the early years of life. 

The teacher is in a strategic position to 
be a constructive balancing force for each 
child. Some children will come from homes 
where they are literally to be seen and not 
heard. With such inhibited children the 
teacher should recognize the need to en- 
courage motor activity and active participa- 
tion in school programs; the reverse may 
be desirable with those children who char- 
acteristically act out with little self-disci- 
pline or control. 

‘The opponents of a more liberal and less 
rigid educational approach to learning fre- 
quently point to so-called “progressive 
schools” and deprecate the quality of their 
graduates, They allude to the large num- 
ber of emotionally disturbed, poorly socially 
adjusted children as the product of unlim- 
ited permissiveness. They go further and 


ascribe the idea of never frustrating a child 


to psychiatrists and psychoanalysts and use 
this as a justification for discarding all basic 
principles of human behavior discovered by 
psychoanalytic research. One such instruc- 
tor, who obviously was having difficulties 
of her own, was asked by a grade-school 
child what to do about his failure in arith- 
metic. She responded by urging him to 
pray very hard that he would do better in 
this subject. Granted that prayer can be 
most helpful as a source of spiritual solace 
and comfort, it is nôt an open sesame to 
long division. 

Nevertheless, let me hasten to add, psy- 
chiatrists have likewise been at fault for 
not correcting and clarifying the misinter- 
pretation of unlimited permissiveness. It 
has been shown that one may interfere with 
maturation and cause fixations at early 
stages of development by over-gratification 
as well as by serious deprivation, The 
former leads to as many neurotic problems 


both in childhood and later life as does 
excessive frustration. Furthermore, a cer- 
tain degree of gradually imposed limita- 
tions becomes increasingly necessary in. or- 
der that the child learn to accept certain 
unpleasant aspects of reality for the present. 
Those who observe children in the pre- 
verbal stage can readily see that the imme- 
diate gratification of the child’s every desire 
by a mother who can almost anticipate his 
wishes hampers the development of speech. 
Contrariwise, the development of speech is 
hastened in those instances where the child 
has to exert himself by pointing or making 
unintelligible sounds to indicate his desire 
for a certain object and the mother repeats 
the name of the toy before giving it to the 
child. Thus, a mild degree of frustration 
is a valuable stimulus toward growth and 
maturation. Without it a baby-like passive 
dependency is fostered. 


FRUSTRATION AND CONTROL 


Occasional frustration demanded by the 
needs of reality is probably also a desirable 
incentive to maturation in the older child, 
if it is not too severe or consistent. Limits 
on permissiveness in various activities 
should be broad and flexible, but. most 
certainly such limitations must exist for the 
development of a person who will conform 
to society. Not infrequently children will 
purposely test the limits to see what hap- 
pens when they are exceeded. At such 
times discipline should be firm and une- 
quivocal. This not infrequently gives some 
children a sense of security based on the 
knowledge that law and order exist and 
that the future is predictable to some 
extent. 

‘Unfortunately, we are still in the stage 
where we deal with probabilities and pre- 
Sumptions in the field of mental health. 
Various educators stress the child’s need for 
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love, understanding, respect, approval and 
help at difficult times. The assumption is 
often made that affection will give the child 
a sense of value as a person and that respect 
will give the child self-confidence and trust 
in his own abilities and performances. 
There is little doubt that these are construc- 
tive approaches and that they seem to be of 
value for the moment. However, the per- 
sistence of these developments has never 
been proved in a scientifically controlled 
study. Since the first five to six years of 
life, often before the child ever comes to 
school, are of crucial importance for per- 
sonality development and predisposition to 
emotional difficulties, the question arises 
as to the long-term values of such guidance 
principles for establishing mental health. 
While I most certainly would not suggest 
changing these approaches, educators must 
not delude themselves into promising more 
than they can deliver. 

It is a matter of common knowledge 
among psychiatrists how difficult it is to 
change attitudes by straightforward explan- 
ation, education or persuasion. Yet these 
are the very methods in common use by 
educators. Through the medium of lec- 
tures, pamphlets, moving pictures and 
group discussions attempts are made to 
teach children and their parents what to 
do to further healthy development. How 
effective these methods are in anon 
deep-seated attitudes is problematical. 
While it is true that superficial behavior 
can be modified, are we able to extinguish 
the fires of intense sibling rivalry or hostile 
resentments against an overly strict and 
domineering parent by such methods? 
There is certainly very little evidence to 
support such a claim. 

A great deal of research is necessary to 
determine the most effective educational ap- 
proaches. It is often claimed that we learn 
through repetition or by experience. By 
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and large, this appears to be so. Yet there 
are numerous individuals who characteristi- 
cally do not learn by experience and who 
do not seem to be troubled by the inevit- 
able punishment which regularly follows 
some type of misbehavior. From this group 
come many of our juvenile delinquents and 
later in life the so-called psychopathic per- 
sonalities. 

Many of us may have mistaken beliefs or 
ideas which may result from lack of factual 
knowledge. When the facts are supplied, 
we alter our beliefs to conform to the new 
information. At times we have a strong 
emotionally determined will to believe, 
such as an unshakeable belief in the great 
superiority of our own political party's can- 
didate. Such emotionally charged opinion 
often perists in the face of facts to the con- 
trary. Psychiatrists also see individuals 
with delusions or erroneous beliefs which 
are fixed and not subject to correction by 
experience in the slightest degree. This 
certainly challenges the theory that we in- 
variably learn by experience. Again it pre- 
sents the question: Under what conditions 
are people able to learn? 


DEFINING THE GOAL 


Perhaps we should backtrack for the mo- 
ment and clarify what we are trying to 
achieve. Is mental health a kind of will-o’- 
the-wisp that lures us on and on into a 
tangled forest of greater confusion from 
which we cannot extricate ourselves? At 
times it certainly seems that way. First 
parents are told to feed their infants on a 
strict schedule if they hope to have healthy 
children. Ten years later we return to 
hear about feeding on demand and the 
need for greater flexibility with children. 
Do we really know in what direction we 
should move? 
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Despite all this, I believe we can make 
a preliminary attempt to define some of our 
goals. Development and education for 
mental health should instill in the individ- 
ual a capacity to cope with reality and to 
be flexible enough to absorb the usual vicis- 
situdes of life. This should be supple 
mented by a sufficient personal reserve to 
enable him to recuperate rapidly from acute 
catastrophes. Proper guidance and educa- 
tion should aid the child in adapting to our 
culture and society. Finally we must seek 
to develop to the fullest the individual’s 
inherent talents and abilities for his good 
and for the good of the community, 

Having formulated some of our aims, we 
must take two steps. First we must break 
down these generalizations into the cur- 
rency of everyday behavior and experience 
so that they become intelligible at opera- 
tional levels. They must be redefined in 
terms readily appreciated by parents, edu- 
cators and the children themselves so that 
the goals, as desirable ends in themselves, 
can be understood by all. Then we must 
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address ourselves to methods and techniques — 


by which to implement the principles we 
have established. It is a never-ending task, 
for as we successfully climb one step our 
horizon extends that much further and our 
strivings for greater achievement should be 
intensified to the same degree, 


However, there is one facet of the prob- — 


lem which seems to demand immediate at- 
tention. This pertains to the personality 


of the educator himself. Whoever presumes ~ 


to be bold enough to show the way to 
others must be doubly certain that he knows 
the way himself. Teachers constantly serve 
as models and they must be ever alert to be 
sure that their own patterns of behavior 
are acceptable and healthy, Educators have 
a duty to be consciously aware of their own 
emotional reactions, prejudices, blind spots 


d deficiencies so that they may try to 
overcome them or at least compensate for 
their undesirable aspects. If this cannot be 
accomplished by oneself, then outside as- 
sistance is necessary. To meet ever-chang- 
ng problems in the school, which reflect 
‘change in the community and nation, a con- 
tinuous teacher-training program is essen- 
tial. Experts and specialists from various 
related fields are necessary adjuncts to pro- 
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vide a healthy multi-disciplinary approach 
for the fullest development of our educators. 

Finally, a continuous self-evaluation pro- 
gram of the school, its teachers and class- 
room practices is the only assurance that we 
will not falter in the tortuous and difficult 
road leading to mental health for all. 


TALLER THE MAN 
(A psychotherapist’s note) 


While sky-watchers saw the moon 
Twelve times wax and wane 

I charted his cycle of moods 
And marked his patterns of pain, 
Sounded the fathoms of loss, 
Measured the inching gain. 


So tortured the psyche! .. . complex . . - 
But the story was simple in plot, 
Threading from doctors and clinics 
Back—to a boy's back-lot: 

Switchings of buttocks and legs À 
For the boy who laughed and would not, 
“Symptoms” . . . sickness of soul. . . 
For the man who at last could not. 


Yet taller the man than the boy; 

This we must maintain; 

While there is life there is growth, 
Courage can spring out of pain 

When the man wills to raise the boy 

With love, and the meaning made plain. 


—Hazel Kuno 
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A unique clinic for 


disturbed and delinquent 


Few of today’s social problems have cap- 
tured such extensive and intense public 
interest and concern as juvenile delin- 
quency. We are told that infringement of 
legal and moral codes by adolescents, espe- 
cially boys, is increasing at an alarming 
rate. 

Many juvenile delinquents and psychotic 
adolescents are institutionalized, but the 
number offered psychological counseling in 
institutions is small because of limited staff. 
In many cases adolescents are institution- 
alized not because the examining psychi- 
atrist thinks the answer to the problem is 
institutionalization but because there is no 
other facility for treating the child outside 
an institution. Eliminating the necessity 
for placing a child in either a reformatory 
or a state mental hospital is extremely im- 
portant to society, from both a monetary 
and a psychological point of view. How- 


———— 
Dr. Huber, now director of psychological services 
for Adelphi College, formerly directed the Bellevue 
Project, Vocational Advisory Service, for which Dr. 
Vetter is psychiatric consultant. 


66 


adolescent boys 


ever, outpatient clinics undertaking the 
psychological treatment of seriously dis- 
turbed adolescents are still relatively rare. 

A unique clinic for this purpose was 


operated by the Vocational Advisory Serv- 


ice in New York City from 1947 to 1955. 
The Bellevue Project, as it was known, 
was initially a pilot project to test the pos 
sibilities of counseling adolescent boys out- 
side an institution after their release from 
Bellevue Psychiatric Hospital. Its results 
and the interest evinced on the part of pro; 
fessional workers, the New York State Men- 
tal Health Commission, the board of the 
Vocational Advisory Service, foundations 
and various individuals have kept the clinic 
operating steadily for almost eight years. 
The impetus for the project came from 
Dr. Kurt Fantl, who in 1947 was the chief 
psychiatrist on the adolescent ward of Belle- 
vue Psychiatric Hospital. Having become 
aware of the need for after-release treat- 
ment for boys who had been returned home 
after their stay in the hospital, he assumed 
that in the case of adolescents, especially 
older adolescents, vocational guidance was 


particularly compelling need and might 
therefore serve as a fulcrum for treatment. 
‘A vocational approach also seemed to offer 
prospects of capturing the interest of the 
disillusioned and wary delinquent. With 
> this in mind, the Vocational Advisory Serv- 
T ice was approached and a pilot program 
set up. 

Funds were first obtained from the Social 
Service Auxiliary of Bellevue Hospital, 
various foundations and the Vocational Ad- 
yisory Service itself. Later the project was 
aided by funds from the New York State 
Mental Health Commission and became a 
T state-licensed psychiatric clinic. 
~ The achievements of the project at the 
end of a 2-year period have already been 
described by Fantl, Small and Robinson.* 
| The present account is the result of data 
gathered at the end of the first five years of 
the project. So far as we can discover, this 
‘clinic has been unique in some aspects, and 
the results have been very encouraging. The 
present account is for the consideration of 
' those who are engaged in similar work and 
=» those who anticipate beginning clinics for 
E delinquent and disturbed adolescents. 
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SELECTION OF CASES 


Selection of cases to fit what a clinic has to 
offer is, of course, crucial to the successful 
operation of the clinic. Clinics sometimes 
Work with patients for whom they do not 
shave adequate facilities and are apt to shy 
laway from those whom, by tradition, they 
are afraid to handle. 

In the cases admitted to the Bellevue 
Project, the presenting problems ranged 
from “refusal to speak” to fire-setting an 
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robbery on a grand scale. Final diagnoses 
ranged from “behavior problem” to para- 
noid schizophrenia. In other words, neither 
actual behavior (or presenting problem) 
nor final diagnosis was a factor in selection. 
Because of this we felt we learned much 
more than if we had followed the procedure 
of taking only those boys who were less 
seriously disturbed. As it turned out, some 
of our most successful cases were boys whose 
mental disturbance was severe. 

Assignment to the clinic was made by the 
chief psychiatrist of the ward at Bellevue. 
His selection was actually based on the pre- 
dicted strength of some factor in the situa- 
tion which would maintain the boy outside 
an institution. The strength was in some 
cases in the home environment. In other 
cases it was in the certainty of changing 
the boy’s milieu by getting work for him. 
In still other cases it was in the strength of 
the relationship formed between the boy 
and the project worker while the boy was 
in Bellevue. 

In a few instances we were assigned a boy 
with whom we had made no relationship 
but who had related strongly to some worker 
at Bellevue. It was assumed therefore that 
if he related to someone there he might also 


relate to us. 
In a few cases we were asked to make 


contact with boys being sent to a mental 
hospital or reformatory. We kept contact 
with them during the time they were insti- 
tutionalized and they usually came to see us 
upon their release. We corresponded with 
them with the cooperation of the hospital 
or reformatory authorities. This formed a 
basis for a counseling relationship when the 
boys were released. In these cases and in 
our contact with boys at Bellevue the rela- 
tionship formed a kind of bridge between 
hospital or reformatory and freedom or 
“the outside.” We learned from these cases 
that a service such as ours might be ex- 
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tended to boys not only in the city mental 
hospital where we had continuous contact, 
but in state mental hospitals and reforma- 
tories as well. 


DESCRIPTION OF THE BOYS 


During the 5-year period covered by this 
paper the Bellevue Project had an active 
case load of 173 boys. From the beginning, 
intake was limited to boys referred from the 
male adolescent ward of Bellevue Psychi- 
atric Hospital at the time of their leaving 
the hospital after observation and diagno- 
sis. Treatment as such is not a primary 
function of Bellevue. Patients generally re- 
main in the hospital about 30 days and 
recommendations are then made for their 
further disposition. A number of alterna- 
tives are available. Bellevue can recom- 
mend that a boy be institutionalized, either 
in a reformatory or a mental hospital. A 
boy may also be sent to a boys’ home such 
as Children’s Village. In other cases, the 
patient is released to his parents and re- 
turns to the same environment from which 
he entered Bellevue. The largest propor- 
tion of our intake was from the last group. 

The presenting disturbances for which 
the boys to be described here were admitted 
to Bellevue were generally multiple and in 
well over half the cases involved law-break- 
ing delinquency. The single over-all state- 
ment that can be made of all the boys is that 
they suffered from severe personality dis- 
orders and that their behavior was suffi- 
ciently unacceptable to society to warrant 
their being sent to Bellevue. The behavior 
of many New York boys is seriously anti- 
social but they are not caught; others are 
caught but not sent to Bellevue, Similarly, 
many adolescents experience severe anxiety 
but do not reach a mental hospital. Thus 
the group we are describing consisted of 
male adolescents whose anxiety was enough 
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in evidence or whose behavior was anti- 


social enough for them to be sent to Belle- 
vue for observation. 
In the group being described, the present- 
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ing problems for which they were admitted _ 


nally been admitted primarily for truancy, 
43 for behavior problems or psychotic be- 
havior, 39 for robbery, 12 for homosexu- 
ality, 7 for running away from home and 8 


The presenting problems in the remainder 
of the 173 boys included one or two cases 
of each of the following: gang behavior, 
attempted suicide, depression, carrying 
dangerous weapons, dizzy spells, suspected 
epilepsy, transvestitism, fire-setting, alcohol- 
ism and refusal to speak. 

Because of the vocational guidance aspect 
of the project, boys under 14 years of age 
were not considered suitable candidates. 
The actual admitting age-distribution of 
the boys was as follows: 17% were 14, 52% 


for using drugs (heroin and za 


to Bellevue were as follows: 36 had origi- 1 
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were 15, and 31% were 16 years of age. — 


Since at the end of the 5-year period some 
of the boys had reached 21, the age range 
of the clinic case load was actually from 
14 to 21 years. 

Neither race nor religion was a matter of 
consideration for acceptance. Boys of the 
white race comprised 72% of the group, 
Negroes 28%. There were Catholics, 
Protestants and Jews. 

The 173 boys scored from below 65 to 
over 128 on the Wechsler-Bellevue Intelli- 
gence Scales, with only a few falling below 
borderline intelligence or rating in the very 
superior groups. Of the total group, 36% 
had 1.Q.’s of 90 or below, 52% from 91 to 
110, and 11% of 111 or over. No record 
was obtained on 1% of the boys. In short, 
over half the boys were of average intelli- 
gence, about a third were of below-average 
intelligence, the rest above the average. 

We did not find the 1.Q. to be any meas- 


x 


a 


> 


ure of ease in working with a boy in a coun- 
-seling relationship. We cannot even say that 


the brighter boys were more interesting. 
Brighter boys do, however, catch on to the 
idea of the counseling relationship quickly 
and will make more effort to please the 
counselor with psychological abstractions, 
which we found to be more of a detriment 
to counseling than their intelligence was a 
help. Of course, if insight therapy had 
been our primary tool, this statement would 


not hold. As we wish to point out, we 


were doing a combination of environmental, 
supportive, play and insight therapy. 

School was a major difficulty for a large 
proportion of the boys, and only 25% had 
adequate or good school records. Poor 
school records were reported for 68% of 
the boys. There was no record on 7% of 
the cases, these being the boys with whom 
we had very short contact. Although many 
had serious reading disabilities, we could 
provide only a few with remedial reading 
because of limitations in funds and physi- 
cal facilities, We strongly recommend, 
however, a remedial reading service for 
boys with these types of disorders. 


STRUCTURE OF THE CLINIC 


The Bellevue Project was organized on the 
general pattern of a child guidance clinic 
with a full-time psychological counselor and 
the part-time services of a psychiatrist, psy- 
chological examiner, social worker and sec- 
retary. During some periods an additional 
counselor was employed half-time. Dr. 
Helen Smith, director of the Vocational Ad- 
visory Service to 1955, advised, helped or- 
ganize and at one time directed the clinic. 
The clinic availed itself of the volunteer 
research services of Mrs. Emmons Bryant, 
a member of the board of directors of the 
Vocational Advisory Service. 

Case histories and the results of physical, 
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psychiatric and psychological examinations 
were available from Bellevue. Vocational 
aptitude testing was done at the Vocational 
Advisory Service. 


The Bellevue Project had six aspects not 
common to other psychiatric clinics for dis- 
turbed adolescents. A discussion of these 
aspects will show their importance to the 
effectiveness of the project. 


1. Bridging the gap between hospitalization 
and freedom 


Staff members of the project periodically 
spent full days on the ward in the company 
of the patients. The full-time counselor 
was on the ward at least one full day a week. 
When we knew a boy was to leave the hos- 
pital we made a definite appointment with 
him. To some degree each boy seemed to 
equate this appointment with getting out 
of the hospital, with freedom and with mak- 
ing plans for the future. In addition, the 
boy was not coming to see a stranger; he 
already knew us. The appointment was 
seldom broken. We must assume from the 
observable attitudes of the boys that the 
project staff member represented to them a 
figure to some degree unique in their hos- 
pital experience. The worker was in fact 
(a) someone from the outside who, being on 
the ward, understood and sympathized with 
the boy’s plight in the hospital, (b) an adult 
ally different from the hospital staff, and 
(c) someone who might help him after he 
left the hospital. 

To most of the boys on the ward, in- 
carceration in a city mental hospital was 
a very dramatic episode in their lives. They 
seemed later to be glad that we knew of that 
experience; it was somewhat as if we had 
been through a tragedy together and were 
closer because of it. 
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2. Knowledge of the boy through the rela- 
tion with the hospital 


The project staff had full access to records 
and attended Bellevue staff planning con- 
ferences. Because of excellent relations be- 
tween the project and Bellevue, communi- 
cation and aid were maximal between the 
project staff and Bellevue psychiatrists, psy- 
chologists, social workers, teachers, nurses, 
recreation workers and ward attendants. 
Our presence on the ward and our close 
relation to the Bellevue staff gave us an 
understanding of the boys that we could 
have gained in no other way. Even to ap- 
proximate the extensive understanding we 
gained would have required much more 
time than is allowed any group of workers 
on a normal clinic budget. Whereas out- 
side workers handling a case are sometimes 
asked to be present at disposition confer- 
ences, we had the great advantage of being 
present at all conferences and at most dis- 
cussions during the entire stay of the pa- 
tient at Bellevue. There was a reciprocal 
aspect to this arrangement too, Boys often 
discussed things with us and gave us in- 
formation that was helpful to the Bellevue 
staff in making dispositions. Only because 
of the unique relationship between the 
Bellevue Projeét and Bellevue could this 
Kind of time and money-saving sharing of 
information be arranged. 


3. Introducing the clinic through Bellevue 


The help of the Bellevue staff in properly 
introducing the counseling which was to 
follow and “selling” the boys on attending 
the clinic was immeasurable. No amount 
of urging an inpatient to attend a clinic 
after release will do what can be done by 
having the clinic worker on the scene so 
that the patient can see, meet and get to 
know him. 
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4. Physical setting and atmosphere of the 
clinic 


The project maintains offices in the Voca- 
tional Advisory Service, which offers voca- 
tional counseling to “normal” men and 
women from 16 to 25 years old, veterans 
and disabled people. Here there is no onus 
of the mental hospital. There is no indi- 
cation anywhere that the room to which 
these boys go is a psychological clinic. The 
offices are located in a business district of 
New York City and appear physically much 
the same as a business office. By the time 
boys are released from Bellevue, most of 
them want “nothing to do with the bug- 
house or nut doctors.” Indication of the 
boys’ attitudes toward the project, its set- 
ting and its personnel came to us in their 
description of the counselors as “a guy that’s 
going to get me a job,” “a friend of mine” 
or “my counselor.” Only the rare sophisti- 
cate referred to us as “my psychologist.” 


5. Proximity to vocational information and 
help 


At the fingertips of the clinic staff were all 
the information, advice and contacts of 
an extremely well-established vocational 
agency. The Vocational Advisory Service 
had contacts and information which were 
invaluable to the clinic staff in helping the 
boys find jobs, schools, scholarships, medi- 
cal clinics and information of kinds too 
numerous to mention. A boy seldom had 
to be sent out of our offices to obtain in- 
formation. There was almost always some- 
one in the Vocational Advisory Service to 
give either the staff or the boy any informa- 
tion he needed. Because boys with disturb- 
ances as deep as theirs find it difficult to 
keep appointments, look for offices and find 
the people they are supposed to see, this 
kind of on-the-spot information is very im- 


portant. Furthermore, because of the ne- 
cessity for offering practical help to adoles- 
cents, proximity to a vocational agency is a 
factor to be considered in establishing any 
clinic for adolescents. 


6. Vocational approach 


Perhaps the most important single feature 
in the effectiveness of the clinic is its voca- 
tional approach. From our first meeting 
with a boy our emphasis was on jobs or 
educational and vocational planning. We 
found that the concreteness and practical- 
ity of a job and making money (and the 
accompanying feeling of being grown-up 
and responsible) were features which inter- 
ested boys immediately and kept them com- 
ing to the clinic. 

These six aspects of the Bellevue Project 
added up to giving the boys an over-all atti- 
tude toward the project: It was doing some- 
thing for them; it wasn’t all talk, regardless 
of how much talk (in the form of insight 
therapy) there was. 


CLINIC STAFF 


One aspect of the Bellevue Project we con- 
sidered most important is seldom mentioned 
in discussions of psychiatric clinics. This 
involves the personality characteristics and 
training of the staff. Four factors are con- 
sidered worth mentioning: 


(a) In addition to their regular professional 
training, almost all staff members had pro- 
fessional experience in a mental hospital 
and because of this were accustomed to 
unusual and anti-social behavior. The few 
who had not had this experience went 
through a long and somewhat seriously dis- 
turbing period of adjustment to working 


in the clinic and being on the ward at 
Bellevue. 
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(b) The staff was made up of highly moti- 
vated and enthusiastic professional people 
who were seldom discouraged by seeming 
and temporary failures, who did not give 
up on “hopeless cases” and who did not 
mind spending energy and extra time 
“above and beyond the call of duty.” 


(c) Staff members knew or had at their dis- 
posal information about the educational 
and vocational resources available in New 
York City and used them. 


(d) None of the staff was devoted to any 
one theoretical or technical approach to the 
problems presented. Most essential in this 
regard is the fact that though the workers 
had been trained in one or more of the 
current schools of psychological therapy, 
each was cognizant of the necessity to vary 
his approach when necessary. There is an 
immediacy about problems arising in the 
lives of seriously disturbed adolescents that 
requires action and concrete help in addi- 
tion to insight therapy. The kind of 
flexibility needed in working with these 
adolescents often demands a difficult shift in 
the basic attitudes of a psychotherapist 
trained only in insight therapy. 


TWO FACTORS IN COUNSELING 
DISTURBED ADOLESCENTS 


In our experience successful counseling of 
seriously disturbed and delinquent adoles- 
cents depends primarily on two factors: ag- 
gressiveness and flexibility. By aggressive- 
ness in this context we mean the all-out 
attempt to preserve contact by every means 
available. In the Bellevue Project no case 
was ever closed. Many were revived by a 
boy's coming in off the streets or responding 
to a letter after losing touch for a year or 
more. At the end of an interview, we set a 
date for the next; if it was not kept we made 
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another by letter. We reminded the boys 
of our continued interest in every way we 
deemed effective. We sent Christmas cards, 
birthday greetings and letters stating our 
availability (approximately 1,250 letters 
during the 5-year period.) We cannot say 
all these efforts paid off, but our opinion 
is that seriously disturbed adolescents find 
it difficult to believe anyone can show con- 
sistent and prolonged interest in them. We 
made aggressive attempts to convince them 
that such interest is possible. 

So far as flexibility is concerned we feel 
that seriously disturbed boys cannot be 
handled with ordinary clinical methods. 
They require unusual effort, time and guid- 


ance of every kind. As we have shown, | 


these boys ranged diagnostically from “be- 
havior disorder” to schizophrenia and their 
home environments ranged from extremely 
disturbed and detrimental to no home en- 
vironment at all. We found a direct cor- 
relation between the degree of instability, 
both internal and environmental, and the 
- amount of effort and flexibility required 
on the part of the therapist. Fifty-minute 
Sessions of insight therapy were soon 
dropped as standard procedure for the 
clinic. Our interviews lasted, insofar as it 
was possible, as long as they seemed profit- 
able. They ranged from 10 minutes to 
four hours. We used every technique known 
to us. We also made home visits, offered 
psychotherapy to parents (they seldom ac- 
cepted), attended movies and sporting 
events with individual boys. If a boy had 
to appear in court, his counselor was there 
even though his parents often failed to ap- 
pear. In some cases we gave the coun- 
selor’s home telephone number to a boy and 
urged him to call whenever he needed to 
talk. We consider that one of our most 
successful counseling cases was handled 
largely by long telephone talks that some- 
times took place in the middle of the night, 
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whenever this boy felt particularly anxious 
and wanted to talk about a scrape he was in 
or an anti-social act he wanted to be talked 
out of. 

We did vocational guidance, play therapy 
and psychodrama, and sometimes adhered 
to a strict 50 minutes of insight ther- 
apy. We sometimes gave money for car- 
fare, clothes and other personal or recrea- 
tional needs. Scholarships to special schools 
were given to $1 boys. Physical examina- 
tions and medical or dental care were ar- 
ranged for or paid for by the clinic. 

One of our basic assumptions was that 
our responsibility was to try to make up for 
the lack of support in the environment by 
providing material aid, counseling; guid- 
ance and “emotional support.” This task 
of providing support required the coun- 
selor to be flexible in his willingness to act 
in any way judged necessary and appro- 
priate to meet the needs of the individual 
boy and aggressive in his attempts to pre- 
serve contact. 


RESULTS 


The following table shows briefly the results 
of the project at the end of five years: 


Boys referred to other agencies; 
Bellevue Project acted as interim 


agency 20.8% 
Boys broke contact: no evidence 
of recidivism 36.4% 
Boys doing well; require no fur- 
ther counseling 23.1% 
Total satisfactory cases 80.3% 
Total unsatisfactory cases: boys 
entered institutions after contact 
with Bellevue 19.7% 


In this table the first group represents those 
boys who, we discovered after counseling 


them for various periods, had environmen- 
tal needs that could not be met by our 
agency. Some were homeless because of 
changes in the family. We aided them in 
being transferred to some kind of boys’ 
home handled by some other agency. The 
agencies to which these boys were referred 
wished the counseling to be totally in their 
hands. 

The second group broke contact during 
our counseling with them. Since we have 
had no requests for information on them 
from the Social Service Exchange where our 
cases are registered, we have reason to be- 
lieve they have not subsequently been ad- 
mitted to a mental hospital or reformatory. 
Follow-up was attempted with each of these 
cases, but no information was available. 
The third and fourth groups are self-ex- 
planatory. 

In summary, the clinic may be said to 
have performed a constructive service to 
80% of the intake. With 20% of the boys 
we failed. Officials of the New York State 
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Mental Health Commission have pointed 
out that these percentages correspond 
closely with the results reported by other 
clinics treating similar age groups. Con- 
sidering the severity of disturbance of our 
group, however, the results of the Bellevue 
Project are most encouraging. These re- 
sults indicate the economy, both human 
and financial, of continuing and extending 
this type of service. 

Thus our five years of experience in deal- 
ing with disturbed and delinquent adoles- 
cent boys leads us to conclude that the 
originator of the idea for the project was 
right in his assumption that vocational 
guidance is a particularly compelling need 
of disturbed adolescents, that it may serve 
as a fulcrum for treatment, and that it 
captures the interest of the disillusioned 
and wary delinquent. The Bellevue Proj- 
ect has demonstrated that clinics with this 
or a similar structure are one answer to the 
problem of treating disturbed and delin- 
quent adolescents outside an institution. 
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LOUIS E. REIK, M.D. 


Short-term hospital treatment 


of mental illness: 


a historical perspective 


It is not until we look back over the history 
of mental hospitals in this country and com- 
pare the present attitude towards the hos- 
pitalization of the mentally ill with that of 
those magnificent 19th-century pioneers 
Samuel Woodward, Luther V. Bell, Thomas 
Kirkbride, Isaac Ray and others that we 
become aware of the growing trend toward 
short-term physical treatment in our own 
time as against the more psychologically 
oriented approach of their day. The ques- 
tion arises whether in the quest for short- 
term methods we are sacrificing some of the 
valuable contributions they made to the 
treatment of mental disease. We cannot 
read Albert Deutsch’s The Mentally Ill in 
America or the American Psychiatric As- 
sociation’s splendid centennial volume One 
Hundred Years of American Psychiatry 2 


Dr. Reik is in the department of health of Princeton 
University. 


1 Albert Deutsch, The Mentally Ill in America, New 
York, Columbia University Press, 1949, 

2 American Psychiatric Association, One Hundred 
Years of American Psychiatry, New York, Columbia 
University Press, 1944. 
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without gaining new respect and admira- 
tion for those who over a century ago clearly 
perceived some of the fundamental psycho- 
logical problems that still face us today in 
in the field of mental health as well as in 
the hospital treatment of mental illness. 
They devoted themselves to prolonged and 
earnest study of various matters having to 
do with the general psychological manage- 
ment of patients—recreational and occupa- 
tional facilities, architectural arrangements, 
the training of attendants to adhere to a 
just and kindly attitude—in short, every- 
thing that could conceivably promote the 
psychological as well as physical welfare of 
patients. At the heart of their thought 
there appears to have been an enlightened 
and humane attitude towards mental dis- 
order that was sharply in contrast with the 
superstitions and intolerance that existed 
until the time of Pinel. 

In our earlier history the mentally ill, as 
part of our legacy from Europe, had been 
treated as outcasts and criminals if not as 
witches. At the time of Dorothea Dix’s in- 
spired crusade for the building of mental 
hospitals in the 1840's and 1850's prisons, 
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poorhouses, barns and a sad miscellany of 
shameful habitations yielded up many hun- 
dreds of patients. For the first time these 
sick people were treated in a spirit of kind- 
ness and scientific inquiry. This humane 
attitude has pervaded the minds of leading 
American psychiatrists down to the present 
day. We have a vivid early description of 
the accomplishments of one of them, 
Charles H. Stedman, in Dickens’ observa- 
tions on a visit to the Boston Lunatic Hos- 
pital in 1842.8 The hospital was, Dickens 
noted, “admirably conducted on those en- 
lightened principles of conciliation and 
kindness which twenty years ago would 
have been worse than heretical.” 

One of Dr. Stedman’s contemporarics, 
Isaac Ray (1807-1881), was one of the most 
gifted and articulate of these early psychi- 
atric pioneers. It is instructive to compare 
in some detail his ideas with ours today 
concerning the hospitalization of psychi- 
atric patients. He is selected not only for 
his outstanding position in American psy- 
chiatry a hundred years ago but also because 
the treatment he advocated, along with his 
great European predecessors Pinel, Esquirol 
and others, is being seriously challenged by 
the present emphasis on the physical ther- 
apies.t It is probably tangible evidence of 
this challenge that the splendid private 
mental hospital of which he became in 1845 
the first superintendent closed its doors in 
September of 1955 as the result of financial 
deficits, In February of 1956 its trustees 
proposed that after the sale of its beautiful 
grounds and buildings its remaining assets 


a 


8Charles Dickens, American Notes and Pictures 
from Italy, New York, E. P. Dutton and Company, 
1926, 44-47, 

4 Winfred Overholser, “Isaac Ray,” Journal of Crim- 


inal Law, Criminology and Police Science, 45(1954), 
249-63. 
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be used to construct a short-term psychiatric 
unit attached to a general hospital. Their 
proposal and the present growing advocacy 
of short-term psychiatric treatment units 
in general hospitals must receive careful at- 
tention because the public and an increas- 
ing number of psychiatrists have become 
preoccupied with various physical therapies, 
still insufficiently established, ranging from 
shock treatment and lobotomy to the latest 
tranquilizing drugs. 


THREE POINTS OF VIEW 


In the psychiatric profession itself this 
question of the adequacy of somatic ther- 
apies alone remains to be clarified. An in- 
creasingly large group now emphasizes the 
short-term physical approach to the virtual 
exclusion of the psychological considera- 
tions that received so much attention in the 
past. A small minority of psychiatrists pre- 
fers the psychological approach alone. And 
a third group, representing a middle point 
of view, continues to stress the psychologi- 
cal aspects of mental disease while regarding 
the physical therapies as adjuncts for the 
temporary control of troublesome symp- 
toms. Those who advocate short-term treat- 
ment in general hospital psychiatric units 
advance the following arguments: (1) the 
persisting prejudice against mental hospi- 
tals of patients and their families; (2) the 
efficacy of current short-term physical ther- 
apies in curing mental illness; (3) the exces- 
sive expense and time involved in mental 
hospital treatment; (4) the general hospital 
environment is more favorable for psychi- 
atric treatment than the mental hospital. 
When we thoughtfully consider what Isaac 
Ray had to say about these arguments we 
are struck not only by his keen penetration 
and the depth of his understanding, but 
also by the realization that in spite of tech- 
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nical progress human problems remain to- 
day much as they were a century ago. 


POPULAR PREJUDICE 
AGAINST MENTAL HOSPITALS 


In 1852, when Dorothea Dix was in the 
midst of her campaigning to rescue the men- 
tally ill from the neglect to which they had 
been consigned by an unenlightened pub- 
lic, Ray had this to say concerning popular 
prejudice against mental hospitals: “None 
but those who have our opportunity of 
knowing can have any adequate idea of the 
amount of bad feeling, gross misconception, 
scandalous gossip and even fierce hostility 
that quietly pervades the community, with 
the effect of circumscribing their sphere of 
usefulness.” 5 
That “fierce hostility’ towards mental 
hospitals existed in 1852 can surprise only 
the naive. We gain new respect for the 
strength of primitive, irrational forces in 
"man when we recall that at the time Ray 
wrote these words mental hospitals were 
comparatively new in this country and rep- 
resented a distinct improvement over what 
was previously available for the mentally 
ill at the beginning of the nineteenth cen- 
tury. Moreover Ray shared the fresh en- 
thusiasm of the psychiatric pioneers of his 
time for providing the mentally ill with 
the humane treatment introduced by Pinel 
only about two generations earlier. For 
example, in 1858 Ray wrote: “It has now 
become recognized as a fixed fact that every- 
thing calculated to leave an agreeable im- 
pression is a proper and to some extent an 
indispensable requisite. No considerations 
of economy should be allowed to interfere 


SIsaac Ray, “The Popular Feeling towards Hos- 
pitals for the Insane,” American Journal of Insanity, 
9(1852), 1. 
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with this class of improvements because 
they are important instrumentalities for 
ministering to the mind diseased and ought 
to hold a higher place in our regard than 
those which concern the custody or well- 
being of the body merely.” ® 

Some twenty years later the critics of men- 
tal hospitals shifted their attack. They no 
longer accused the hospitals of subjecting 
patients to scoldings, whippings and other 
practices that, as Ray observed in 1854, 
“now seem scarcely credible,” but rather 
referred to some of them as “paupers’ pal- 
aces.” ‘Today mental hospitals continue to 
be attacked with “fierce hostility,” though 
for other reasons. 

The twentieth century, however, has for- 
tunately brought new knowledge. Freud 
has shown the necessity of looking below 
surface complaints, with all their incon- 
sistencies, if we want to discover the true 
meaning of emotional processes and gain 
some reliable guide to rational action. In 
the case of mental hospitals popular preju- 
dice, past and present, stems more from 
emotional causes than from logical reasons. 
In short, we are forced to assume that hos- 
tility to mental hospitals, private as well as 
state, originates from the fear we all have 
of mental illness itself. The mentally ill, 
as rebels against the conventions, pro- 
foundly disturb us, accustomed as we are to 
expect orderly and predictable behavior. 
Moreover the mentally ill confront us with 
tangible evidence of the dark power of 
those irrational emotional forces, neither 
very well understood nor always easily con- 
trolled, that are present in every human 
being. We become afraid and hostile when 
there is any reminder that under sufficient 
strain a man can succumb to psychosis. In 


6 Butler Hospital Annual Report, Providence, 1858, 
17. 


brief, the “fierce hostility” is really directed 
against all those forces within and without 
that threaten our sanity. Dislike for men- 
tal hospitals is only a misplaced manifesta- 
tion of our repugnance for the whole idea 
that mental illness can ever be severe 
enough to make them necessary. Conse- 
quently when physicians raise the question 
of psychosis and commitment of patients 
they are often faced with deep-seated antag- 
onisms. They are under considerable pres- 
sure to resort to expedients that often prove 
ineffectual if not actually harmful. But 
for the physician to avoid the unpleasant 
implications of mental illness because pop- 
ular prejudice prefers to ignore them is to 
forfeit professional integrity and respect as 
well as to overlook opportunities for public 
education and enlightenment, without 
which there can be no constructive coopera- 
tion. Duty and reason demand that the 
physician, instead of allowing himself to be 
a passive follower in the wake of public 
sentiment, meet his obligations of leader- 
ship and right thinking. Otherwise, he in- 
vites discredit to himself and his profession. 


EFFICACY OF SHORT-TERM 
TREATMENT 


Just as popular misconceptions about men- 
tal hospitals have long existed so there have 
also been, throughout man’s history, all 
manner of peculiar theories about the treat- 
ment of mental disease. One that persists 
today is that psychoses can be cured com- 
paratively quickly and easily, in spite of 
our knowledge that the contrary is usually 
true even of the neuroses. It is probably 
safe to say that the more serious and un- 
pleasant the disease the more we are in- 
clined to insist on quick cure, failing which 
we are willing, with little or no rational 
basis, to resort to radical remedies. 
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The history of psychiatric treatment bears 
eloquent witness to how the ardent quest 
for quick cures has led to measures as irra- 
tional and dramatic as the disease they were 
supposed to eliminate. Treatment has 
ranged from simple exorcism of devils to 
the burning of witches, from purging and 
blood-letting to enforced submersion in 
water, from Benjamin Rush’s “tranquilizer” 
and “‘gyrator”’ to solitary confinement, from 
the camphor-induced convulsions of 17857 
that suggest the metrazol and electroshock 
convulsive therapies of our own time to 
long years of restraint in chains and other 
more ingenious devices. For centuries only 
two possibilities were overlooked: (1) that 
mental disorder might be a natural disease 
with a psychological history of its own; (2) 
that it might be reasonable to employ psy- 
chological influences in the treatment of 
psychological disorders. It is to the ever- 
lasting credit of France’s Pinel that he could 
not only discover and seriously study these 
two possibilities but that he could also so 
fearlessly and dramatically apply them.’ It 
is likewise a great credit to our own Ameri- 
can psychiatric pioneers that they quickly 
recognized the value of Pinel’s “moral” or 
psychological treatment of the mentally ill- 
At the same time they were wise enough to 
see that treatment of this kind was neither 
cheap nor rapid. Isaac Ray in 1854, the 
same year he reported the tranquilizing ef- 
fect of ether inhalations on disturbed pa- 
tients, commented on the popular miscon- 
ception that mental illness can be quickly 


Seen nee est Ns ten À 
7 William Oliver, “Account of the Effects of Cam- 
phor in a Case of Insanity,” London Medical Jour- 
nal, 6(1785), 120-80. 

s Walther Riese, “Philippe Pinel (1745-1826) ; His 
Views on Human Nature and Disease; His Medical 
Thought,” Journal of Nervous and Mental Disease, 
114 (1951), 313-28. 
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cured: “Many believe that insanity runs its 
course as rapidly as a fever and are disap- 
pointed if it shows no sign of convalescence 
within three or four weeks. Few of our 
patients who fail to recover within five or 
six months are allowed to stay any longer. 
It is concluded that everything has been 
done that we can do and that the time has 
come for another experiment.” ® 
Today, encouraged mainly by apparent 
success with electroshock treatment of de- 
pressions in middle life and with the “tran- 
quilizing” drugs, we want to return to the 
optimistic outlook that Ray rejected. We 
want to regard a psychosis as a brief episode, 
particularly if it is treated promptly by 
current physical methods. But the danger 
exists that these current methods will be 
used as routinely and indiscriminately as 
purges and blood-letting were used before 
the days of Pinel. Are we justified in con- 
tenting ourselves with superficial or tran- 
sient cures when faced with relapse rates as 
high as 70% for schizophrenic psychoses 
and 40%, for involutional psychosis within 
five years after electroshock treatment? 1° 
Enthusiasm for modern miracle methods 
must surely be tempered by what we have 
learned from Sigmund Freud and Adolf 
Meyer about the value of scrupulous study 
of the psychology of mental disease. With- 
out such study, dependent as it is on detailed 
clinical investigation and observation, our 
duty to the mentally ill and their families 
has been only partially fulfilled. How can 
we prevent tragedies like the recent one in 
which eyen the physician apparently had no 
inkling that his 48-year-old, respected pa- 


® Butler Hospital Annual Report, Providence, 1854, 
22. 

10 George H. Alexander, “Electroconvulsive Ther- 
apy: A Five-Year Study of Results,” Journal of 
Nervous and Mental Disease, 117(1953), 244-50. 
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tient was shortly to murder his family of 
six and then kill himself? How can there 
be any thorough psychological study of the 
patient if psychiatry is geared to immediate 
treatment before the physician has had ade- 
quate opportunity to discover the salient 
features of his patient's psychopathology? 
The justification for mental hospitals is 
basic and fundamental: They have been 
specially designed and equipped for the 
study and care of the mentally ill, the ma- 
jority of whom deserve some opportunity 
of achieving spontaneous remission prior 
to the physical therapies, Unpleasant as a 
psychosis is, we cannot afford to treat it 
hastily or carelessly nor to assume that it is 
an acute short-lived disease that neverthe- 
less always warrants physical therapy on 
either a routine or an emergency basis. It 
is a condition that by common consent is 
regarded as man’s worst and subtlest enemy, 
one about which we still have much to 
learn. Short-term therapy amidst the busy 
confusion of city hospitals or adjacent to 
general hospital wards is occasionally justi- 
fied, but this use easily turns into abuse if 
people are encouraged to regard such treat- 
ment as an adequate substitute for the more 
thorough study and treatment that the good 
mental hospital can offer. It is as false to 
regard drug and shock therapies as defini- 
tive for mental disease as it would be to 
regard the anesthetic instead of the opera- 
tion as the curative agent for appendicitis. 


THE EXPENSE OF 
MENTAL HOSPITAL TREATMENT 


Additional strong impetus for short-term 
treatment derives from the argument that 
mental hospitals involve high expenditures 
of time and money. The same complaint 
was noted in 1854 by Ray, who went on 
to comment: “Few things are more calcu- 
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lated to lower our estimate of human na- 
ture than this balancing of reason, God's 
greatest gift to man, with a paltry sum of 
money.” ** 

Along with his colleagues at other hospi- 
tals, Ray considered that agreeable sur- 
roundings—pleasant grounds, ample ac- 
commodations, homelike furnishings that 
included books and pictures—exerted an 
important psychological healing influence: 
“In our arrangements for the cure or custody 
of the insane the economical consideration 
has been so prominent that it has become a 
common idea that hospitals for the insane 
Tequire but little, if any, greater expendi- 
ture than a boarding-house of the humblest 
pretentions. . . . Let there be economy in 
the proper place, but if it be allowed to 
frustrate or to impair the ends we are seek- 
ing to accomplish then it is not economy 
but a wretched contrivance for satisfying 
the claims of benevolence with expedients 
and makeshifts.” 12 

If as psychiatry today assumes psychosis 
is a flight from reality, certainly to treat 
the condition for reasons of economy in a 
bleak utilitarian hospital environment does 
not offer maximum encouragement to re- 
turn to reality again. Nor is it economical 
to advocate prematurely a trial of short- 
term treatment for many psychotics only 
to find that physical therapy turns out to be 
unsuccessful and that mental hospital treat- 
ment is required after all. Time and money 
are indeed important practical considera- 
tions, but the nature of mental illness re- 
quires subordinating them, as Ray and sub- 
sequent leaders have believed, to the needs 
of the patient. 


u Butler Hospital Annual Report, Providence, 1854, 
22. 


12 Ibid., 27. 
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GENERAL HOSPITAL ENVIRONMENT 
VS. MENTAL HOSPITAL 


Since the days of Pinel the psychological in- 
fluence of environment in its human as well 
as physical aspects has been assumed to be 
of paramount importance in the treatment 
of the mentally ill. No one thoroughly ex- 
perienced in the hospital treatment of men- 
tal patients doubts the assumption. Since 
Pinel’s time psychiatric leaders have per- 
sistently stressed the need of the mentally 
ill for a more tolerant and understanding 
attitude on the part of those in charge of 
them than is customary with patients of 
sound mind. It is a natural human failing 
to react adversely to those who are behaving 
unreasonably. We strongly prefer to as- 
sume that behavior of this kind is deliber- 
ately provocative in a personal sense rather 
than the product of illness. The idea of 
mental illness challenges one of man's most 
precious and cherished illusions: that he 
can invariably be master of his own mind. 

Those who work in mental hospitals must 
therefore be capable, by temperament as 
well as by training, of facing the ugly fact 
of mental illness, demanding as it does an 
attitude that differs from what suffices in 
everyday life. In general hospitals, as else- 
where, there are many—even among medi- 
cal personnel, including physicians and 
nurses, as well as administrators and attend- 
ants—who have neither the aptitude nor 
the inclination for adopting such an atti- 
tude. Yet the best mental hospitals in this 
country have for over a hundred years 
recognized and endeavored to apply this 
special attitude in the treatment of mental 
illness. Without it their value as specialized 
hospitals would suffer. They would revert 
to the extreme degree of coercion that ex- 
isted before the time of Pinel, with the dif- 
ference that the mentally ill—instead of 
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being controlled by beatings, solitary con- 
finement and chains—would be captive to 
the more refined mechanical and chemical 
restraints of the twentieth century. Psy- 
chological research and treatment would 
again be neglected and in eclipse, and aux- 
iliary physical methods would be mistaken 
for specific remedies. 


LIMITATIONS 


If these basic considerations have validity 
then they imply that short-term treatment 
in general hospital psychiatric units—as 
opposed to treatment in a good mental hos- 
pital—has serious limitations. Unless there 
have been special and adequate provisions 
for psychiatric patients treatment in general 
hospitals must of necessity rely on methods 
that promptly bring and constantly keep 
the patient under more or less complete con- 
trol. The proximity of non-psychiatric pa- 
tients makes it necessary to restrain noise 
and commotion to a maximum degree. The 
dislike for the psychiatric patient who cre- 
ates disturbance exposes him to retaliation 
from those in general hospitals who, al- 
though neither sufficiently sympathetic nor 
experienced with mental illness, must 
nevertheless assist in his care. In general 
hospitals there are also apt to be limitations 
of space and architectural arrangements so 
that accommodations for ambulatory psy- 
chiatric patients are little more ample than 
those for bedfast patients in the other 
branches of medicine. For all these rea- 
sons physicians and others in general hos- 
pitals are obliged to attach paramount 
importance to the strict control of the psy- 
chiatric patient rather than to understand 
him or to help him control himself. Conse- 
quently psychological management and in- 
dividual treatment must be sacrificed to the 
good of the majority. On this point Ray 
wrote in 1863: “True science, true skill con- 
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sists in meeting the exigencies of each par- 
ticular case, and though these must some- 
times be subordinate to -the general good 
this necessity must be regarded as a defect 
rather than a merit.” 13 

Since the time of Pinel treatment in the 
well-ordered mental hospital has been based 
on the solid foundation of kindness and 
the attempt to arrive at mutual understand- 
ing. Absolute control over the patient, 
whether by mechanical restraint or by 
drugs, has been considered unnecessarily 
restrictive and of secondary importance in 
our leading mental hospitals. In 1854 Ray 
summarized in the following passage the 
operation and aims of good psychological 
management: “This management works so 
easily and substitutes so quietly its own ar- 
rangements for the suggestions of disease 
that the uninitiated observer finds it diffi- 
cult to appreciate its real value... . He can 
scarcely be made to believe that what he 
witnesses is chiefly the result of that special 
management peculiar to a modern hospital 
for the insane—of architectural arrange- 
ments which restrain without annoyance; 
of systematic regularity in the daily routine 
of life; of gentle manners; judicious firm- 
ness; vigilant, enlightened and conscientious 
supervision. Now these qualities are not a 
matter of accident nor are they the growth 
ofa day. They are the elaborated result of 
a profound study of the mental constitution 
both in health and disease; of extensive in- 
quiry into the various arts concerned in the 
erection and practical working of a con- 
siderable establishment; and of an organ- 
ization of the service best calculated to ef- 
fect its destined object.” 14 
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13 Butler Hospital Annual Report, Providence, 1863, 
2I. 


14 Butler Hospital Annual Report, Providence, 1854, 
12. 
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CONCLUDING COMMENT 


Obviously in the busy ever-changing wards 
of general hospitals it is no easy task to 
measure up, even in limited degree, to the 
high standards for the treatment of the 
mentally ill that have been handed down 
from the past. The increasing reliance to- 
day on a more impersonal technological ap- 
proach to the treatment of mental illness 
invites the practice of psychiatry without 
psychology or psychological regimen. But 
it is an injustice to the patient if his psy- 
chological needs are not adequately under- 
stood nor taken into account. Psychiatry 
has not yet reached the level where we can 
dispense with painstaking inquiry into the 
origins and development of emotional dis- 
order or where we can discount the value 
of thorough and direct clinical observation. 
Nor can we dispense with what we have 
learned about the humane and intelligent 
treatment of the mentally ill in the more 
than one hundred years of mental hospital 
history in this country. It is incumbent on 
the psychiatrist more than on other physi- 
cians to avoid the role of the all-powerful 
witch-doctor, who offers miraculous cures 
and is assumed to know more than he can 
establish with any scientific validity. Pa- 
tients and their families want, of course, to 
maintain this illusion for, as Maxwell Jones 
pointed out, “the patient understandably 
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enough wants to feel that the doctor knows 
what he is doing.” 1 But in the specialty 
of psychiatry the chief objection to such an 
_illusion is that it erects a formidable barrier 
against free communication and under- 
standing between doctor and patient. Un- 
der these circumstances diagnosis and treat- 
ment become superficial; long-term results 
are ignored; and at last it becomes obvious 
to everyone that the practical usefulness of 
modern psychiatry has been over-estimated. 
It would be more worthwhile to adhere to a 
more modest philosophy like that of Isaac 
Ray. In 1858, concerning the mental hospi- 
tal of which he was the head, he wrote: “An 
institution like this, devoted to the service 
of humanity, seeks rather to avoid observa- 
tion, by quietly and unobtrusively pursuing 
its course, than to excite curiosity by re- 
markable incidents or brilliant results. Nor 
can the kind or the amount of good which it 
accomplishes be very adequately described 
by words. The dimensions of sorrow and 
suffering scarcely admit of measurement, 
and as little can we calculate all the consc- 
quences of their relief.” 18 


Lon 
15 Maxwell Jones, “The Concept of a ‘Therapeutic 
Community,” American Journal of Psychiatry, 112 
(1956), 647. 

16 Butler Hospital Annual Report, Providence, 1858, 
ll. 
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HAIM G. GINOTT, Epb.D. 


Parent education groups 


in a child guidance clinic 


it has been pointed out time and again that 
progress in all fields of human endeavor 
does not depend so much on the over-re- 
finement of existing procedures and imple- 
ments as on the development of new tech- 
niques and tools. The best arrow does not 
fly so far as a bullet nor the swiftest con- 
ventional plane so fast as a jet. 

This observation pertains also to the field 
of guidance and psychotherapy. Clinics all 
over the nation are flooded with an ever- 
mounting stream of applications. To meet 
the vast demand for service, clinics have 
increased either the staff or the case load, 
but have done relatively little to introduce 
new tools of treatment or new methods of 
attack. Only a few clinics have introduced, 
as an integral feature of service, group 
methods such as group play therapy and 


Dr. Ginott is chief psychologist in the Child 
Guidance and Speech Correction Clinic of Jackson- 
ville, Fla. He writes: “I would like to express my 
deep appreciation to Dr, Edward L. Fleming, direc- 
tor of the clinic, and to Mrs. Virginia Wright and 
Miss Mary Sue Robinson, psychiatric social workers, 
for helping crystallize a project into a practice.” 
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activity group therapy for children or group 
counseling and group psychotherapy for 
adults. 

Clinicians who are successful in individ- 
ual therapy seem reluctant to venture into 
group treatment. Perhaps it is a reflec- 
tion of the general climate of our society, 
which does not encourage departure from 
the familiar, or perhaps there is a deep fear 
of giving up the security of solutions that 
have worked well in the past for procedures 
that are threatening in their newness. 
Whatever the reasons, if our science and 
service are to advance we must not allow 
accepted solutions of the past to hinder 
the search for more realistic solutions for 
the future. 

The aim of this article is to describe the 
efforts of one clinic to face new demands 
with new methods. 

Three years ago there were about 200 
names on the waiting list of our clinic. 
Parents who called for service were told, in 
a very sympathetic voice, that we under- 
stood they had a problem but the best we 
could do for them was to put their names 
on the waiting list. When one mother was 
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told that her enuretic son could not be 
seen for at least a year, she retorted, “By 
next year I hope my son will have stopped 
wetting without your help.” We shared the 
mother’s hope and assured her that the 
frustration was mutual. 

Indeed it was discouraging for the staff 
to feel that all that could be done in re- 
sponse to urgent needs was to register them. 
It became obvious that if the clinic was to 
avoid the feeling of impotence it had to 
devise some kind of approach that would 
enable parents to be seen in treatment the 
year they called for treatment. The idea 
was then born that something other than 
individual appointments could be offered 
to the waiting and eager public, on the as- 
sumption that any treatment conducted by 
qualified personnel is better than no treat- 
ment. 

After much fumbling and many mistakes 
we have evolved two new devices—group 
screening and the parent education group 
—and introduced them as integral parts of 
the clinic’s manifold service. Group screen- 
ing was reported in a previous article.t 
This paper will describe the aims, scope 
and limits of the parent education group 
and the basic elements that differentiate it 
from group therapy and group counseling. 

It is almost superfluous to state that the 
parent education group differs from group 
psychotherapy. Group therapy is aimed at 
bringing permanent changes in the intra- 
psychic balance of nosologically selected 
patients grouped for the therapeutic effect 
they have on each other. To paraphrase 
Slavson: Group therapy through transfer- 
ence, catharsis, insight, reality testing and 
sublimation brings about a new balance in 
the psyche of the patients, with an en- 
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1 Haim G. Ginott, “Group Screening of Parents in 
a Child Guidance Setting,” International Journal of 
Group Psychotherapy, 6(1956), 405-9. 
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hanced ego, modified super-ego, redistrib- 
uted libido and corrected self-image. 

The parent education group’s more mod- 
est goal is to improve the everyday func- 
tioning of parents in relation to their 
children by helping them to a better under- 
standing of the dynamics of parent-child 
relations and of the basic facts of child 
growth and needs. This aim is achieved by 
sensitizing parents to the needs of children, 
increasing their awareness of the role of 
feelings in human life, and promoting un- 
derstanding of the latent meanings of chil- 
dren’s activities, play and verbal expres- 
sions. 


FOCUS AND METHOD 


The parent education group differs from 
group counseling both in focus and method. 
In the parent education group there is a 
definite problem-centered plan of discus- 
sion that is focused entirely on child-parent 
relations. In group counseling there is no 
planned discussion and the subject matter 
is concerned with the daily adjustment 
problems of the adult client. 

The immediate aim of the parent educa- 
tion group in a clinic setting is to render 
service to parents without serious person- 
ality disturbance, instead of—or in prepara- 
tion for—more intensive treatment. We 
refer to the parent education group those 
mothers who basically like their children 
but have difficulty in getting along with 
them because of ignorance, faulty expecta- 
tions or confused cultural and social 
standards. 

The parent education group comprises 
20 to 25 mothers who meet weekly for 90- 
minute sessions over a period of 10 weeks. 
It is desirable to have separate groups for 
mothers of pre-school children, school chil- 
dren and adolescents. Homogeneous age 
groups bring out common problems. This 
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increases the intra-group identification, aug- 
ments catharsis and facilitates empathetic 
communication. 

At the first meeting the mothers are asked 
to state their complaints about their chil- 
dren as fully as they can. One by one they 
relate their problems. ‘Their stories are 
usually tinged either with self-blame or 
projection of fault on the school, the neigh- 
borhood or the hereditary background of 
the husband. It is surprising that even at 
the first session the mothers talk quite freely. 
Their identification with each other is al- 
most immediate. When one mother talks 
the others nod their heads sympathetically 
as if to say, “We know what you are talking 
about.” A frequent remark is, “That’s ex- 
actly the situation in my home. For a min- 
ute I thought you were talking about my 
child.” It is apparent that they feel greatly 
supported by the tales of woe of the others. 
As one mother puts it, “Being in the same 
boat is half a consolation.” 

When all have had an opportunity to 
relate their complaints, they are asked to 
mention all the methods and “tricks” they 
employ to insure discipline in their chil- 
dren. They are also asked to formulate a 
reason why their persistent disciplinary 
measures have failed. 

The parents list the whole array of stand- 
ard measures used either with or against 
children in our society to insure discipline 
and obedience. The list includes spanking, 
deprivation, bribery, scolding, threatening, 
withholding of allowances and withdrawal 
of love with scores of variations and embel- 
lishments, some original and some ancient. 

The reasons they give for the failure of 
these disciplinary methods are numerous 
and contradictory. They attribute it to 
their being either too strict or too lenient 
with the children, to “babying” them too 
much or too little, or to the presence or 

absence of playmates in the neighborhood, 
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etc. When they hear the same reasons 
given by other mothers, however, they be- 
come aware of the spuriousness of their 
explanations. The one who thinks she was 
too lenient with her child hears about the 
problem of the mother who was a strict 
disciplinarian. The one who claims she 
has ‘not used but “should have used” cor- 
poral punishment learns of the problems of 
the parent who spanked the child too much. 
The one who is afraid she reared her child 
in “too great freedom” hears the complaints 
about the over-protected and over-super- 
vised child. And the one who blames all 
disciplinary problems on the crowded con- 
ditions of the city hears of the hardships 
of the rural and suburban mothers. 

When the contradictory reasons are 
brought out, anxiety mounts in the group. 
Mothers turn with pointed and often hos- 
tile questions to the staff, demanding imme- 
diate solutions to long-standing problems. 

No attempt is made to answer any of the 
questions at this point. The parents are 
informed that the first sessions will be de- 
voted to understanding rather than to solv- 
ing problems. They are told, half seri- 
ously, that any ‘“what-do-you-do-when?” 
questions will not be answered. 


THE LEADER 


It cannot be overstated that the per- 
son leading the parent education group 
must possess all the skills and sensitivities 
demanded in all therapists. The leader 
must be aware at all times of the latent 
implications of parents’ communications 
and should be expert in what not to say as 
well as in what to say. This is necessary 
in order to avoid arousing disruptive ten- 
sions and deep anxieties, 

During the first sessions the leader takes 
a minimal part in the discussions. He asks 
two or three central questions and stimu- 


lates the parents to participate freely. His 
first chance to “lecture” comes in answering 
the general question: “Why do the various 
disciplinary measures fail to bring lasting 
results?” The idea is presented that “one 
acts mean because he feels mean.” Feelings 
are the cause, actions the result, Discipline 
that deals with actions and ignores attitudes 
only deepens the mean feelings and in- 
creases the chances for mean acting-out, 
thus creating a perpetual vicious circle. 


DEALING WITH FEELINGS 


This seems to be a new idea to the 
mothers. They have never considered the 
children’s feelings as an essential part of the 
disciplinary problems. The question they 
raise next, quite naturally, is, “How are 
mean feelings changed?” The leader turns 
the question back to the group. Again one 
becomes aware how inadequately our 
homes, schools, church and culture have 
prepared people for dealing with feelings. 
One realizes how afraid parents are of chil- 
dren’s expression of true feelings, how quick 
they are to deny, disown and suppress them. 
The total failure to comprehend the nature 
of feelings is best illustrated in the short 
sentence of a young mother who said quite 
sincerely, “I try to spank out hate and 
spank in love.” 

We draw on parents’ own experiences to 
gain insight in how feelings change. 
Through leading questions and examples 
parents come to recognize that feelings ac- 
cepted with understanding and loving care 
tend to lose their sharp edges. Many ses- 
sions are devoted to the clarification of this 
idea. Each mother searches within herself 
to answer for herself whether she really be- 
lieves that a person has a right to negative 
feelings. For the first time in their lives 
parents think through these basic problems 
in non-moralistic terms and in concepts 
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that perhaps run contrary to all that has 
been taught to them at home, school and 
church. 

Parents begin to recognize that children 
as well as adults have both positive and 
negative feelings. There is love and hate, 
jealousy and friendliness, fear and security, 
and they are all legitimate feelings. There 
comes a realization that expression and ac- 
ceptance of feelings is more healthful and 
more helpful than their rejection and de- 
nial. When the mothers fully understand 
that emotions are better channeled than 
dammed the group begins searching for 
methods which will enable children to ex- 
press troubled feelings in non-destructive 
ways. The parents themselves point out 
many ways through which children can ex- 
press and liquidate angry feelings. 

Through | self-derived insight mothers 
come to grasp the value of non-critical, em- 
pathetic mirroring of feelings. Therapeu- 
tic understanding and reflection of feelings 
cannot be taught but it can be “caught” 
by individuals who experience them. The 
parents learn to perceive more keenly what 
children communicate, not only in words 
but in activity and play. The parents be- 
gin to see their children as reacting indi- 
viduals and they become sensitized to the 
impact of their own attitudes and actions 
on their children’s conscience and conduct. 

Parents are introduced to many specific 
techniques that help “in times of peace 
reduce times of stress.” These procedures 
are described in detail in Dorothy Baruch’s 
New Ways in Discipline which was found 
to be an excellent guide for the discussions. 

At the end of the parent education group 
an evaluation session is scheduled with each 
parent and it is decided whether further 
help is needed. 


er ae 
2 Dorothy Walter Baruch, New Ways in Discipline, 
New York, McGraw-Hill Book Co., 1949. 


85 


The most significant effects of the group 
experience, as reported by participants, 
were the diminished tensions and greater 
harmony between them and their immedi- 
ate families. The change in the partici- 
pants, as evaluated by the staff, can be de- 
scribed as their greater recognition of 
children as reacting individuals and a more 
positive view of their role as parents. 

Our experience with the parent educa- 
tion group has been confined to mothers, 
primarily because the group met during 
working hours. Many mothers have com- 
plained about the difficulties they encoun- 
tered in communicating their increased in- 
sight to their husbands. They have 
requested parent education groups for fa- 
thers—an idea worth consideration. 

As a result of the parent education group 
experience some mothers have come to rec- 
ognize the need for more intensive treat- 
ment for deeper problems. For these 
mothers the parent education groups served 
as a rehearsal in introspection and catharsis 
and prepared them for individual or group 
psychotherapy. 

Parent education groups were started in 
our clinic as an emergency tool and substi- 
tute service. They have emerged as a 
method of choice on par with other major 
services. Parents who were at the end of 
the rope in their relations with their chil- 
dren found in the group new vistas of help 
and hope. After experimenting with such 
groups for the last three years we can state 
with a degree of certainty that they justify 
a place on the clinical roster. The main 
advantages of the parent education groups 
as we see them are: 


E Parents become aware of the existence in 
themselves and in their children of an inner 
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world of feelings and of its significance in 
making or breaking happiness. 


E For the first time in their lives parents 
take time to think through and wonder 
about the right of people (including them- 
selves and their children) to have negative 
as well as positive attitudes, and they be- 
come aware of a new freedom—the freedom 
to feel. 


Ħ Parents learn new methods of relating to 
children. They become sensitized to chil- 
dren’s expressions of attitudes and learn to 
accept and reflect rather than reject or deny 
troubled feelings. 


E Parents acquire, if not digest, a large body 
of factual information concerning the na- 
ture of child behavior. 


@ Parents become aware of, even if they do 
not fully assimilate, the meaning and value 
of non-critical acceptance and genuine 
respect, 


E Parents learn to be more objective and 
less ego-involved in their everyday relations 
with their children and gain an ability to 
handle daily problems with more confi- 
dence and less guilt, 


m Parents learn many new methods of deal- 
ing more adequately with the specific prob- 
lems of their children, 


m Finally, parent education groups enable 
even a minimally staffed agency to provide 
extensive service to the community. Under 
competent therapists the parent education 
group can become a potent tool in helping 
a selected group of parents modify old atti- 
tudes and beliefs, develop new values and 
sensitivities and bring about a greater en- 
joyment of family work and life. 


MARC KARSON, Pu.D. 


The psychology of 


trade union membership 


A commonly held explanation for the ex- 
istence of trade unions is that they aid the 
wage-earners’ efforts to obtain economic im- 
provement. In recent years, however, social 
scientists have been turning to the study of 
the trade union movement and of the work- 
ers’ motivation in union membership. A 
number of studies have now been published 
concerning the psychological relationship 
between worker and union. The results of 
these investigations suggest that while work- 
ers are consciously aware that the union has 
a distinct value in bettering their economic 
conditions, their less conscious motivation 
places great reliance on the union for satis- 
fying many non-economic human needs. 
This recognition of the psychological func- 
tion served by unions may create many new 
concepts of the role of union and business 
leaders which in turn could affect our eco- 
nomic-political system. 

One of the more intensive studies on this 
subject by a clinical psychologist was con- 
ducted by Father Theodore Purcell at the 
Swift plant in Chicago! Father Purcell 


learned that 80% of the CIO meatpackers 
had a strong belief in their union and ex- 
pressed their feelings in such statements as, 
“I think we ought to have a union around 
here.” Some workers specifically approved 
the union for the benefits it brought them, 
specifying holiday pay, clothes-changing 
time, vacation pay, improved working con- 
ditions, wage raises and back pay, grievance 
procedure and seniority rights. Their deep- 
est gratitude to the union was for the job 
protection and status it gave them. Actu- 
ally the workers did not use the word 
“status” and rarely even the word “protec- 
tion” but in interviews they talked about 
“not being pushed around,” of having some- 
one to “speak for your rights,” of the un- 
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ion’s being “a good thing for a group of 
people like us colored.” Father Purcell 
therefore concludes that “the union is pri- 
marily a social and psychological instru- 
ment and secondarily an economic-wage 
instrument.” 

Purcell’s report on the union’s psycho- 
logical importance to the worker coincides 
with findings published in an article titled 
“Why Workers Join Unions.” ? This study 
revealed that not one of 114 steelworkers 
interviewed in a midwest union local stated 
he had joined to obtain higher wages. One 
said he had grown to favor a union because 
he had heard that if you were in the union 
the “foreman would not holler at you.” The 
researchers were of the opinion that an un- 
pleasant personal experience can become a 
powerful motivation that turns workers to- 
ward a union. While 83% of the workers 
interviewed said they joined because of con- 
Victions which came out of plant experi- 
ences and family heritage, the remaining 
number joined, they said, “because it was 
the thing to do.” As one worker put it, 
“Other fellows were joining and I joined.” 
This study therefore concluded that many 
workers decided to join the union for rea- 
sons of expediency or as an emotional reac- 
tion to immediate pressures, rather than as 
a result of any rational consideration of the 
matter. 

Psychologist Fred Blum, who studied 
members of the Hormel CIO meatpackers, 
was convinced by his interviewing that these 
workers found their union meaningful be- 
cause it gave them a sense of participation 
in the running of their job-life.2 Union 


2 Joel Seidman, Jack London and Bernard Karsh, 
“Why Workers Join Unions," Annals, American 
Academy of Political Science, 274(1951), 75-84. 
*Fred Blum, Toward a Democratic Work Process, 
New York, Harper & Brothers, 1954. 
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participation, Blum noted, is a vital means 
of self-expression which provides opportu- 
nities for socializing and meets a need for 
making moral choices. Participation, sim- 
ply put, becomes taking part in union social 
affairs, attending and speaking up at mem- 
bership and committee meetings, reading 
union literature, discussing union problems 
during off-duty hours, fulfilling some union 
task, holding some union position and even 
wearing a union button. 

Blum found that for most workers union 
membership evoked positive statements of 
appreciation. Typical responses were: “It’s 
a good thing, it’s what we need... . Workers 
need organization, same as business, every- 
thing is organized.” Others said, ‘“Protec- 
tion comes to my mind, You see, before the 
union was established they could hire and 
fire whenever they pleased. When you 
weren't in with the bosses, when they didn’t 
like you, you were out.” Another comment 
was: “Better working conditions, wages up.” 

Yet only a minority of workers feels an 
emotional attachment to the union such as 
one feels for family or friends. For most 
the union, though a useful and workable 
instrument, is not a living personal thing 
like a community of people. For many 
American workers, particularly those who 
have lived in rural areas, it is very difficult 
to identify emotionally with the union when 
all their lives they have identified with the 
American dream of being one’s own boss 
and maintaining one’s God-given rights of 
individualism. 

According to Blum, emotional identifica- 
tion with the union has been declining since 
the 1930's when unionism at last became 
accepted in American life. This decline in 
emotional identification accounts for the 
lessening of workers’ participation in union 
affairs. One example of an attempt to 
counteract this trend in one local was the 


establishment of a door prize to stimulate 
attendance at the Hormel meatpackers’ 
meetings. Only a small minority goes to 
these meetings often. Most workers said 
they go “once in a while.” About 100 of 
the 4,000 members are usually present at an 
average meeting. 

Nevertheless, poor participation or weak 
emotional identification with the union does 
not mean workers are unappreciative of the 
job security and rights that the union ob- 
tains for them. Of course, workers do not 
possess, in the Marxian sense, a labor ideol- 
ogy; they are job-conscious, not class-con- 
scious, and therefore want the union to get 
them more job protection. Both Purcell 
and Blum noted that the workers have no 
interest in using the union to completely 
refashion the institutions of our society. 

Blum reports that the Hormel factory 
workers, although benefiting from many 
economic measures including the guaran- 
teed annual wage, are not happy at 
their work. During a word association 
test the response of one worker to the word 
“work” was “dammit.” That another kind 
of work can produce utterly different feel- 
ings is suggested by another study among 
midwestern workers who operated machin- 
ery, such as bulldozers, in commercial con- 
struction.* Ninety-three percent of these 
workers felt employers did not interfere 
with their performance and 88% declared 
their job was not a monotonous one. 

This finding agrees with the opinion of 
British psychiatrist James A. C. Brown, 


who says that “most workers like their 
job.” 5 
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Survey of a Regional Union Group,” Journal of Ap- 
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Since the public, according to national 
polling organizations, believes that many 
strikes do not represent the will of the union 
rank-and-file but are instigated by agitators 
or radical leaders, it is interesting to note 
from this study of construction workers that 
46% of the local union membership held 
the union to be usually right when it called 
a strike and 30% held it to be always right. 

From additional information on worker 
attitudes gathered by Arnold M. Rose it 
appears that the St. Louis teamsters, like 
other workers already noted, overwhelm- 
ingly believe in the necessity of a union and 
are also sympathetic with the employer's 
situation.6 The interviewers who assisted in 
this study were told by most workers that 
they believed securing economic benefits 
such as higher wages to be the most impor- 
tant duty of the union. The vast number 
of workers supported the idea of a new role 
for unions—that of providing extra services 
such as free medical and legal aid, a credit 
union and free employment services, with 
medical service receiving the highest sup- 

ort. Workers’ education, however, was de- 
sired by only 9% of those interviewed, with 
22%, expressing a possible interest in it at 
some future time. As to politics, a wide 
majority favored the union’s pointing out 
those candidates favorable to labor and urg- 
ing the members to vote. They were against 
being told for whom to vote. 

To summarize briefly the consensus of 
recent empirical studies on the meaning 
that the union has for the worker: The 
union member appreciates the economic 
benefits the union has secured for him; the 
union itself satisfies his psychological needs 
because it helps him feel stronger in his re- 
lationship with the employer and enables 
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him to experience the emotional security 
of job protection. 


FUNCTION OF THE LABOR UNION 
AS A PSYCHOLOGICAL DEVICE 


The pitifully small use made of modern 
psychological discoveries in the fields of eco- 
nomics and politics is shameful. Although 
both classical and Marxist political econ- 
omy, for example, are based on false psy- 
chological assumptions, they have strong 
supporters. The presentation of man as a 
rational economic or political animal able 
to make objective political and economic 
choices was a common belief before the 
time of Freud. Modern psychological con- 
cepts should be recognized, however, in eval- 
uating the latest empirical data. From the 
needs of human nature postulated by mod- 
ern psychology, the task still remains to ex- 
amine the diverse satisfactions provided by 
labor unions for their individual members. 

An important psychological need satisfied 
by the labor union is gregariousness. Men 
want to group together. Although working 
together can satisfy some of that need, if 
they feel the purpose of their labor does 
not have a collective spiritual meaning for 
them, if they feel they are physically united 
but psychologically separated from each 
other, they will yearn for a moral identity 
with their fellow men. This is particularly 
true when the product they work on is not 
theirs. In our machine age, as a vast 
amount of work becomes more and more a 
matter of machine-tending, there is a hack- 
ing away bit by bit at the remaining area of 
human involvement. The successful com- 
pletion of a product is rarely witnessed by 
the cog-in-the-wheel worker and therefore 
cannot constitute a matter of personal pride 
for him. When a man gets a sense of satis- 
faction because the product he produces 
carries his personality with it or because he 
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shares the feeling of group dedication to 
the work such as occurs in a cooperative or 
in a wartime situation, there is little psycho- 
logical need for a union. But because the 
factory and wage system often make a 
worker feel like a machine himself and be- 
cause a man is not a machine, he must 
make some spiritual contact with others of 
his kind. When the economic institutions 
of modern civilization thwart man’s nature, 
he will search for a way out of his frustra- 
tion. Absenteeism, alcoholism, nationalism 
and revolutionary Marxism have been some 
of his reactions to the repressions he suffers 
from modern industrialism and the wage 
system. Trade unionism represents another 
of his efforts to meet the problems inherent 
in the job situation. The union, then, be- 
comes the psychological alternative to 4 
worker's being either a slave or a revolu- 
tionary—to his becoming submissively with- 
drawn or destructively aggressive. 

Unionism is the worker’s effort to main- 
tain mental health in the face of autocratic 
and/or absent parent-employers, of imper- 
sonality and neglect in the factory family, of 
the constant fear of rejection and dismissal 
by lay-offs resulting from the installation of 
machinery or the vicissitudes of the business 
cycle. Asa line in a union organizing song 
goes, “Will you be a lousy scab or will you 
be a man?” Franklin Roosevelt must have 
understood this when he said on Labor Day 
in 1941, “Trade unionism has helped to 
give everyone who toils the position of dig- 
nity which is his due.” 

In an illuminating article on this subject 
Frank Tannenbaum ? points out that indus- 
trialization has weakened or destroyed many 
institutions, such as the guild, the family 
and the local community, which had given 
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man a feeling of being involved with others. 
Man, seeking individuality and independ- 
ence, once thought he needed only a job 
and an income for greater freedom, but the 
early development of unions suggested that 
the individualism-and-cash nexus was not 
enough. Tannenbaum says further, “The 
vacuum created between the job and the 
man has proved intolerable.” Neither 
higher wages nor a benevolent paternalism 
can overcome this void. Trade unions have 
been an expression of the unconscious grop- 
ing of men for kinship, for growth from 
infantile dependency on their employer and 
for the preservation of the spiritual quali- 
ties of the self. On the conscious level, 
trade unionism represented an articulate 
response to the more obviously felt eco- 
nomic exploitation of the worker. Again 
union songs tell of the deeper psychological 
impulses of workers—of their loves, hates, 
hopes and fears. “Solidarity Forever” is one 
significant song title. Workers at union 
meetings address each other as “brother.” 
At the first IWW convention in 1905, Big 
Bill Haywood greeted the delegates in his 
opening address as “fellow workers,” a term 
which has stayed with the union movement 
because it so simply verbalizes a universal 
psychological feeling of brotherhood. Fas- 
cism, perhaps communism too, has shown 
that even economic exploitation is accepted 
when emotional needs are met. 

Another requirement of psychological 
importance that union membership helps 
to satisfy is the need for status, approval, 
prestige and power. Without union mem- 
bership a worker may often feel like a voice 
in the wilderness—weak, isolated and alone 
—in contrast to his powerful employer. 
This unequal position in life may beget a 
feeling of inferiority. Union membership 
may combat this feeling; although an unor- 
ganized worker may feel insecure, an or- 
ganized worker has acquired strength. The 
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trade unionist gets this sense of power from 
the collective strength that is his through 
association with other workers. Old trade 
union slogans—‘in unity is strength” and 
“an injury to one is the concern of all”— 
have had great psychological meaning for 
the worker. 


SOCIAL AND ECONOMIC GAINS 


When his union succeeds in gaining im- 
proved trade agreements with management 
the worker gets the psychological pleasure 
that comes to one who wins over a rival— 
the rival being the employer, who may rep- 
resent a father-figure or a sibling. In the 
eyes of his family the unionist is a success- 
ful member of a team that gets results and 
he is accorded the prestige of a victor. Some 
unions have developed tremendous banks, 
social programs, educational courses and 
summer camps, in which their members 
take great pride. The successful growth of 
unions has enabled the individual member 
to derive vicarious pleasure just as national 
greatness or the marriage of royalty en- 
hances the stature of those who identify 
with the successful object. In fact, na- 
tional union leaders as well as spokesmen 
for the local union are seen as heroic figures 
incarnating each worker's unconscious wish 
of himself in his dealings with the em- 
ployer. 

Erich Fromm points out that working 
people today are not satisfied with their 
work, although they are not consciously 
aware of this because they repress their 
dissatisfaction’ It is possible that some 
workers compensate for this dissatisfaction 
with the prestige they acquire from accept- 
ance by the union and from participation 
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in its activities and in community and 
humanitarian projects. 

The economic improvement that a union 
inevitably gains for its members enables the 
workers to lead a different kind of life. 
Workers’ children can be sent to college. 
Doctors can be called when there is illness. 
Bills can be paid. Vacation trips can be 
taken. New and fashionable clothes can 
be purchased. Middle-class organizations 
like the Legion and fraternal clubs can be 
joined. Money, in short, can enable one to 
do those things which give one a sense of 
accomplishment, of assertiveness, of social 
acceptability and of power denied to those 
in poverty. 


The union movement provides an op- ' 


portunity for workers to achieve staff posi- 
tions of leadership and authority. Many 
men seek power and control over other 
human beings—a motive which they need to 
ennoble in the name of social idealism. 
The conflicts of one’s own life can be trans- 
ferred to and re-lived by participating in 
the drama of social struggles. Another 
strong need requiring some expression in 
human beings is aggression. Here the un- 
ion—by furnishing continuous propaganda 
through the union paper, speeches and 
songs that depicts the boss as having per- 
sonally inherited the devil’s horns—is tap- 
ping hostility as well as furnishing an ob- 
ject for the worker's repressed anger. 
Strikes also enable many workers to release 
considerable aggression for what can be a 
socially valid purpose. Ross Stagner notes 
that workers who lead in organizing a 
union against an anti-union employer often 
have “an unusually high aggression level.” 9 

On the other hand, the union also en- 
courages the passive as well as the aggressive 


9 Ross Stagner, The Psychology of Industrial Con- 
flict, New York, Wiley and Sons, 1956, 


92 


needs of workers. Unionism can satisfy the 
dependent needs of those workers who react 
against personal responsibility and of those 
who feel impoverished unless constantly 
relating to others. 

Murray Kempton tells a story which 
vividly illustrates the gratification that 
workers get by having their union express 
their resentment toward the company." 


POWER OF UNITY 


During the 30’s CIO officials were meeting 
with Chrysler executives after the CIO 
staged a sitdown strike in its effort to organ- 
ize the company. For many hours K. T. 
Keller, Chrysler’s operational vice-president, 
stared with disdain at the CIO officers led by 
John L. Lewis. At last Keller said to Lewis 
in a tone of total contempt, “Mr. Lewis, you 
haven't said a word about this situation. 
Do you have any comment or contribu- 
tion?” Lewis stared hard at Keller and 
answered very quietly, “Yes, Mr. Keller, 
yes, I have. I am 99% of a mind to come 
around this table right now and wipe that 
damn sneer off your face.” According to 
CIO leaders present, Keller passed into an 
immediate stage of shock from which he 
emerged to totter over to Lewis and plead 
that he was not as bad as all that. This 
scene was for CIO counsel Lee Pressman aå 
high point of his life. Pressman declared 
that Lewis was expressing the voice of 
workers who had been exploited by gigantic 
corporations and had a “passionate desire 
to strike back.” Union workers do get 
tremendous satisfaction because their union 
can back them up against corporations rep- 
resenting an authority primarily concerned 
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with profits and not with the well-being of 
its labor force. 

Another story may show the psychological 
purpose that the union serves in causing 
the worker to feel the boss becomes less 
formidable when he must deal with un- 
ionized workers: 

“Gunner” worked in a large eastern rail- 
road yard in the 1930’s. For many years 
he had never asked for a personal trans- 
portation pass. One day he decided to ob- 
tain a pass to use on his vacation. The 
boss, who was in an irritable mood, told 
him to clean up before he visited the front 
office and to put his request in writing. 
Later that day “Gunner” returned and 
again made his request. “Do you still ex- 
pect a pass,” the boss said, “without follow- 
ing my previous instructions?” Gunner 
grimly answered, “Its not a pass I want, no. 
I just came back to tell you to go to hell, 
because the union got me a job on the 
B & O” 

Some of the motivation for union mem- 
bership comes from the aggressive, often 
repressed need to tell authority, in this case 
the boss, “to go to hell.” The causes that 
produce this need can be found in part in 
the early family situation of the workers and 
in the later oppressive social situations they 
encounter—one of which could be the job 
situation itself. Working people, like mid- 
dle-class or wealthy people, are not immune 
to emotional disturbances. Their inferior 
economic status may often furnish them, 
however, with a convenient rationalization 
for the source of their unhappiness. 

_ Since it is easier to act consciously on what 
is consciously perceived, they may thus view 
emotional insecurity as economic insecurity. 
Workers may therefore favor the union for 
what they think are the economic advan- 
tages it offers them, when in reality it is 
fulfilling some of their unconscious emo- 
tional needs. Perhaps a story told by Golden 
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and Ruttenberg illustrates this point. 
Fletcher Brown, a Negro steelworker, was 
a witness before a government labor board 
in 1934. A corporation attorney cross- 
examined him seeking to prove there was 
no unrest in the factory or community, as 
the union charged. He demanded that 
Brown state where the unrest was. Brown 
leaned forward, put his hand over his heart, 
looked the attorney in the eye and said, 
“The unrest I speak of is right here in my 
heart.” 

In addition to furnishing an outlet for 
“unrest,” the union meets other psychologi- 
cal needs of workers. It gives some a cause 
that transcends themselves to which they 
can relate. It gives life the greater meaning 
that comes from association for a common 
worthwhile purpose. It makes its members 
feel more secure emotionally because they 
have the status of belonging and the power 
of unity. It provides them with an oppor- 
tunity for aggression that relieves some of 
their frustrations. It offers them the com- 
fort that their sufferings do matter to some 
one and will be heeded. Finally, it fires the 
hope not of “pie in the sky by and by” but 
of “more, more now” and provides the 
methods and machinery for realizing that 
hope. 
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A study of chronicity 
in medical clinics 


It has long been observed that patients at- 
tending a clinic for required medical care 
develop, over a period of time, an emo- 
tional dependence on the clinic. This 
leads them to make many visits, ostensibly 
for treatment of their physical ills, but actu- 
ally in an attempt to gratify emotional 
needs. In turn the clinic may unwittingly 
respond to these needs in such a way as to 
encourage the development of emotional 
dependence. 

This study was undertaken to explore 
some of the dependency-producing factors 
and to suggest methods of reducing them. 
It was further planned to collect data which 
would be of value in working out the fre- 
quency of clinic visits that would constitute 
optimal medical care, this being defined as 
the amount of treatment that meets the pa- 
tient’s physical needs without unduly fo- 
cusing his attention on his body as a vehicle 


This is a report on the first year of a 8-year study 
being carried on at Mount Sinai Hospital clinics in 
Chicago with the aid of a grant obtained by the 
Chicago Medical School from the Illinois Depart- 
ment of Public Welfare. 
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for the gratification of needs for attention, 
recognition, affection, succor, etc. It was 
felt that these needs could be satisfied in a 
more mature, more direct, more economical 
and more satisfying manner. 

The study got under way in October of 
1954. A “chronic patient” was arbitrarily 
defined as one who had been attending the 
clinic at least once a month for two years or 
more. Patients meeting this definition were 
selected at random from the endocrine and 
metabolic, gynecology and gastroenterology 
clinics. They were then referred to the at- 
tending doctor of the specified clinic for 
his approval of their inclusion in the study. 

Each of the 110 patients selected under- 
went a complete social study of background 
and current situation, a battery of psycho- 
logical tests and a psychiatric anamnestic 
interview. At weekly staff meetings the so- 
cial workers, psychologist and psychiatrist 
correlated all the findings and made rec 
ommendations as to ways and means of cur- 
tailing the patients dependency on the 
clinic. In general the staff sought to help 
patients express their dependency in more 
mature fashion by encouraging them to in- 


creased social participation in the commu- 
nity. This entailed a thorough study of 
Chicago's community resources by the social 
service department, which was also to carry 
the major burden in implementing the 
staff's recommendations. 

The personality study of some of the pa- 
tients suggested that with a reasonable 
amount of case work support, they could be 
referred directly to recreation centers, 
golden age groups, etc. To date, 19 have 
been so referred. Four others, with encour- 
agement, sought and found employment. 

Other plans were set up for those patients 
whose dependency on the clinic was greatest 
or was based on a greater degree of emo- 
tional or physical disturbance. Thirty-cight 
were referred for group psychotherapy in 
order that their dependency on the clinic 
could be worked through before referral to 
the community. Four were referred to the 
psychiatry clinic for individual therapy be- 
cause of pronounced emotional disturbance. 
One with severe physical disabilities was 
placed on home medical service. 

The age distribution of this group of 110 
chronic patients selected at random shows 
that 83 of them, or 78%, were between the 
ages of 50 and 80. Of these 44 evidenced 
chronic brain syndrome with some degree 
of dementia as determined by both psychi- 
atric interview and psychological test. Al- 
though this will at first appear to be an 
unusually high incidence of organic brain 
disease, one must consider the age of these 
patients and the fact that many of them 
had chronic debilitating diseases. Their 
degree of intellectual deficit ranged from 
mild to severe. Some cases showed con- 
siderable disorientation and memory loss. 

Some of the remaining patients were 
found to have severe emotional disorders 
such as schizophrenic reactions or severe 
neuroses and others were classifiable as vari- 
ous types of personality or character dis- 
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orders, mental deficiency, etc. The follow- 
ing were the Classifications assigned: 


Schizophrenic reactions 
Anxiety reactions 

Involutional psychotic reactions 
Mental deficiency 

Schizoid personalities 
Sociopathic personalities 
Paranoid personalities 
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Of the 36 remaining patients many were 
found to have immaturity, dependency or 
passivity as their dominant personality char- 
acteristics. Others were expressing consid- 
erable dependency in relationship to the 
clinic because of long-standing chronic ill- 
nesses, frustrations in their economic or so- 
cial situations, etc. 

Such findings have interesting implica- 
tions for the field of mental health. All of 
these people have been maintained in the 
community with varying amounts of aid 
from clinic physicians, social workers and 
community resources. We are interested in 
determining to what extent their adjust- 
ments can be improved. It is too early in 
the study to give definite answers to our 
questions. We do, however, see evidence 
that some of these persons can with support 
and aid in planning take a more mature 
and less dependent place in society. Others 
are so severely disturbed emotionally or in- 
tellectually and/or physically impaired that 
the goals for them must be limited. Main- 
taining them in the community rather than 
in institutions is a worthwhile goal. 

When group therapy was planned as an 
adjunct to the study it was realized that 
dependent, middle-aged or elderly patients 
were not the most likely persons to profit 
from this type of psychotherapy. Perhaps 
our use of the term psychotherapy is too 
loose and therefore misleading. We did 
not expect that there would be extensive 
opportunity for analysis and interpretation 
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designed to bring about insights and per- 
sonality growth. Our main purpose was to 
bring groups of patients together in order 
to transfer their needs for dependency and 
belongingness to the group, rather than con- 
tinuing their dependence on clinic facili- 
ties. We were also interested in getting to 
know the needs of these patients and in 
giving them an opportunity to help work 
out more mature solutions to these needs. 

At this point we can say only that some 
patients have already benefited from group 
meetings as shown by significant decreases 
in their clinic visits, their obtaining em- 
ployment and taking a more active part in 
social activities. Others have gained just 
by making friends of group members and 
reducing their feelings of loneliness. For 
others the sharing of problems—and the 
realization that one’s difficulties are not 
unique—was a valuable experience. As 
would be expected, some patients have 
shown no observable benefit but it is al- 
ready apparent that they are in the 
minority, 


SUMMARY 


Information thus far gathered in the first 
year of a 3-year study of chronically ill 
patients suggests the following conclusions: 


1. A large number of clinic patients use the 


clinic for the satisfaction of dependency 
needs, 


2. Many patients continually attending the 
clinic suffer from chronic physical ailments 
requiring a minimum of medical care, but 
they become increasingly dependent on the 
clinic because mental disturbances of vary- 
ing degrees of severity are the basis for 
much of the diagnostic evaluations and 
treatment given them. 


3. A significant number of patients in any 
clinic probably suffer from mental disturb- 
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ances which could lead to commitment, but 
with proper understanding of their prob- 
lems and supportive management some of 
them could be maintained in the commu- 
nity without hospitalization. 


4. Criteria for what constitutes optimal 
medical care for physical disabilities need 
to be explored and reasons for patients’ re- 
turn visits more clearly understood. 


5. A major problem faces the medical pro- 
fession in gaining understanding of chroni- 
cally ill patients and in developing ancillary 
methods for their care and medical super- 
vision. 
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RUTH STRANG, Pu.D. 


Students’ perception of factors 


affecting their studying 


If teachers and parents knew what factors 
hinder or facilitate studying, they could 
often provide more favorable study condi- 
tions. Thus far, study-helps most often 
available to students have consisted of sets 
of rules; conditions conducive to study have 
not been presented in a concrete, personal 
manner. The most appealing way to pre- 
sent these conditions is in the words of stu- 
dents who have become aware of definite 
aids and hindrances. 

In “unstructured” compositions on the 
topic, “What Makes Studying Easy or Diffi- 
cult for Me,” 536 students described a wide 
variety of study conditions. These anony- 
mous compositions were written by students 
ranging from the 5th grade to the sopho- 
more year of college. The writers repre- 
sented a wide range of intellectual ability 
and socio-economic background. 

The responses in these compositions were 
classified into 45 different categories. Of 
these, 29 represent conditions which were 
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expressed in a double form. For example, 
a student may assert both that complete 
privacy makes his studying difficult and that 
studying is easier for him when he is not 
alone. For the purpose of discovering how 
students in general view the factors that 
affect their study, we may assume that the 
two assertions are equivalent to a single 
response about the value of privacy to effec- 
tive study. 

In most cases students made only one 
statement concerning a particular factor— 
either that its presence was a positive value 
or that its absence was a deprivation. A 
given environmental factor, such as the 
radio, may have been regarded by one in- 
dividual as positively beneficial to his study- 
ing and by another as positively harmful. 
We should also note that in a given com- 
position the writer often asserted both the 
high value to him of a certain factor and 
the low value of its opposite. 

The 29 factors which were stated both 
positively and negatively in the composi- 
tions (e.g., freedom from other concerns and 
worries makes study easy; it is hard to study 
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when one is bothered by personal problems) 
have been listed in their positive form as 
factors that facilitate study. Of the 16 re- 
maining categories, eight represent condi- 
tions that students considered helpful to 
their studying, eight conditions they con- 
sidered detrimental. 

For each student a complex of factors af- 
fected studying. This complexity of pat- 
terns and these variations in the relative 
importance of certain factors at certain 
times and under certain conditions can be 
presented only in the actual words of the 
compositions. Accordingly, we shall sup- 
plement the listing and description of fre- 
quently mentioned study conditions by 
quoting a number of compositions in their 
entirety. 


MOST FAVORED CONDITIONS 


The ten conditions most frequently men- 
tioned by students of all grade levels are 
listed below in order of frequency of men- 
tion: 


1, Privacy; no distraction by others. 


2. Quiet environment (exclusive of radio 
and TV, which are considered separately). 


3. Particular interest in the material to be 
studied. 


4. Freedom from other concerns and wor- 
ries and from competing personal interests. 


5. Not trying to watch TV while studying, 
not putting off studying to watch a TV 
program, not being disturbed by someone 
else in the house who is watching TV. 


6. Effective teaching. This cluster of fac- 
tors includes such considerations as the 
teacher’s personality, the clarity and com- 
pleteness of his explanations, the intensity 
of his interest in his subject, the definiteness 
of his assignments, the nature of pupil- 
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teacher relations and other similar factors 
directly related to teaching. 


7. An assignment that is not too long. 
8. Having the radio off. 


9. An assignment comprising material that 
is either already “understood” or is com- 
prehensible. 


10. Feeling rested and well. 


These conditions considered of most im- 
portance by students bear little relation to 
the usual list of recommended study meth- | 
ods. The students did mention certain en- 
vironmental conditions usually considered 
important—privacy, quiet, freedom from 
distractions. But they put a great deal of 
emphasis on personal factors such as interest 
and peace of mind and on the teacher's 
responsibility for fostering effective study. 

This suggests that we might often do well 
to attack study problems indirectly. 1n- 
stead of urging the student to get down to 
work promptly, to study a given subject at 
the same time each day and to concentrate 
on the assignment, we might consider his vo- 
cational outlook, the nature of his relations 
with members of his family and with his 
contemporaries and other factors which may 
be taking his mind off his school subjects: 
We might also focus attention on his as- 
signments and the methods by which they 
are presented; many students say their 
studying is made difficult by books that arè 
dull and unrelated to their lives and by 
failure to understand what to do and how 
to do it. 

Items ranking from llth to 20th in fre- 
quency of mention correspond more closely 
to the usual list of study hints, especially 
those concerned with physical conditions 
such as good lighting, a comfortable room 
and having at hand the materials needed 
for study. Some also mention receiving as 
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sistance from members of the family or 
from classmates, taking good notes, feeling 
in the mood for study and having sufficient 
time to be thorough and careful. 

The lowest ranking items included more 
of the factors that were described in only 
one way—cither as helpful or as detri- 
mental. These items also included some 
of the common study hints and some con- 
tradictory recommendations such as having 
the radio or TV on rather than off and hav- 
ing “mainly a reading assignment” or, on 
the other hand, “an assignment that is not 
of the reading type.” A few of the responses 
in this low-ranking group were more ma- 
ture in tone than those commonly given 
by adolescents: studying in the early morn- 
ing, thinking about the subject in casual 
moments and taking short breaks during 
periods of study. 

Altogether the responses represent a com- 
prehensive and composite pattern of effec- 
tive study methods. 


INDIVIDUAL DIFFERENCES 


By tabulating the responses according to 
grade level we may acquire some insights; 
we may note the increasing or decreasing 
recognition of a particular study method in 
elementary, junior and senior high school. 
The 5th- and 6th-grade pupils, relatively 
more frequently than the older students, 


_ mentioned quiet, privacy and freedom from 


distractions including TV; assistance in do- 
ing homework; being attentive in class and 
taking good notes. The 7th-, 8th- and 9th- 
grade pupils, more frequently than either 
the younger or the older groups, emphasized 
being interested in the material to be 
studied, having all necessary materials on 
hand to begin with and having a clear and 
definite assignment. Concern with over- 
long assignments and with distracting wor- 
ties and competing personal interests in- 
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creased from the elementary to the high 
school students. 

Most interesting are the individual dif- 
ferences shown in the compositions them- 
selves. One 10-year-old boy in the 5th grade 
shows his self-sufficiency and rebellion 
against adult domination:* 

“I study better when I'm not made to. 
like if I am doing something and they 
tell me to study I dont feel like it but I 
have to because they make me and I don’t 
feel like it. and I don’t do a good job. 
When I feel like studying I do a good job.” 

Consider, in contrast, the expression of 
this “‘satellizer,” a very docile 11-year-old 
girl in the 5th grade: 

“The things that make me study easier 
is that when I get home and I have home- 
work I go right to my room and do it, and 
if a friend calls I can’t go out because 
mommy will say did you finish your home- 
work and I will have to say no but I don’t 
mind because I want a good mark on my 
report card.” 

A common response among children 10 
or 11 years old is to blame their brothers 
and sisters when they do not get their study- 
ing done. One put all the blame on “a 
pest I no.” Another described the home 
situation as follows: “One thing that makes 
studying difficult for me is my sister. When 
she is watching a TV program she will come 
in and ask me if I want to watch it. I say 
No. Then she bothers me and I can’t get 
my homework done. Along comes mother 
and chases her away. Sometimes when I'm 
in the middle of a big problem or example, 
she will come in and want to box with my 
boxing gloves. I say No. She will bother 
me and finally I give in. So I think of a 
plan. TIl hit her good and hard and she 
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* The spelling, punctuation and wording of the 


compositions are unchanged. 
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will start crying and she goes to dad and 
then I can do my homework. Sometimes 
it’s the TV and I can’t get my homework 
done so my mother closes the door and I 
do my homework.” 

Other children blame their failure to 
study on friends who want them to play or 
look at TV or who talk in school when 
they are trying to study. 

The vicissitudes of the scholar in the 
7th grade are described by a 13-year-old 
girl: 

“It is usually easyier for me to study 
when I like the subject, then I don’t mind 
study. 

“I can study and work much better in a 
quiet room than in a noisy room. The 
teachers don’t help much either because 
they tell the kids to quiet down and when 
the teacher starts yelling, you can’t make 
heads or tails out of what you are studying. 
Most of the time I just get so involved in 

the subject if its something important I 
don’t even hear the loud noise the class is 
making.” 

A 13-year-old boy in the 8th grade 
whose usual state is boredom describes how 
fine weather competes with study. 

“I hardly ever study easy. It is only 
when I enjoy the topic emensly which is 
rare. Studying for me is easier on a rainy 
day when I can’t go out, with music on the 
radio. My favorite subject is reading and 
science. I love to read and keep up with 
modern sciences. It is usually a nice enough 
day to go out and consequently I don’t 
study.” 

A junior high school girl gives one of the 
more comprehensive pictures of home study 
in relation to school instruction: 

“Studying usally comes easy to me. Most 
of the time I sit in the living room, turn on 
some of my records, and do my assignments. 
Music is very relaxing, and sets my mind to 
the subject. If I ever have any questions 


100 


about my assignments, I ask my sister to 
explain it. That’s the wonderful thing 
about my sister, no matter how busy she is, 
she always manages to find time to help me. 
There aren’t many things that interupt my 
studying. When we first got our television, 
I must say that for about a week I didn’t 
study to much. But little things like that 
don’t last long, and pretty soon I’m back 
to normal. 

“In public school I studied a great deal 
harder. Maybe that’s because the teachers 


were very understanding, and the subjects | 


well presented. On the other hand, even if 
an important subject is taught by a teacher 
who doesn’t make too much of an attempt, 
you have to study even harder. I can 
honestly say that math is the only subject 
I study. The rest of the subjects are really 
a waste of time, I have found that when 
I study something for an hour, I accom- 
plish more than the class would in 2 weeks. 
It would be wonderful if we all had under- 
standing teachers.” 


HOSTILITY TOWARD TEACHERS 


Quite a different home environment is 
described by another 13-year-old girl in the 
8th grade, who also blames some of her 
study problems on her teachers: 

“Some reasons why study is difficult for 
me is because all the teachers seem to give 
you homework on the same day. . . . An- 
other reason is because a teacher gives you 
homework that she never taught before. If 
you try to tell her she didn’t teach you the 
work she say your always trying to get out 
of work. Another reason is when I’m at 
home studying and my mother comes in 
and tells me to go to the store or wash 
dishes. When I tell her I'm doing my 
homework she would smack me... - 

“I think these problems can be solved. 
If all the teachers get together like they are 
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supposed to we won't have a pile of home- 
work on Thursday. The other problem 
could easily be solved if the teacher would 
have trust in the pupils. If the pupils say 
she didn’t teach the homework she should 
teach it. If my mother would realize how 
much homework we have to do maybe I 


" could get a couple of hundreds. Then if 


the teacher would give us more time on 
speed test maybe everyone would get finish. 
Because everyone doesn’t have the same 
speed. If this can’t be done I think the 
slow people should be put in another class 
but not a lower division like they do.” 

Others express bitter hostility toward 
school and teachers. A 1714-year-old boy 
used the composition to express his general 
hostility toward school: 

“When is it easy for me to study? It is 
never easy for me to study. Because I work 
after school and the homework the teachers 
give me is to much, for example—my eng- 
lish teacher says to me ‘Well this is only a 
little bit,’ then my bio. teacher says ‘its only 
6 pages,’ and History is not any easer 6 
questions that even the head of the depart- 
ment can’t answer. This is why I only have 
four majors, and have to stay 6 mo. extra 
in this ‘stinking hole.’ . . . And if you ask 


` the teacher for an extra day to do your 


work because you have to work after school 
she says no and marks you for not doing 
your work on time. They don’t even care 
if you can’t do it.” 

No matter how conscientious a teacher 
may be, if a student perceives his school 
situation as this boy did, some change in 
method or some individual guidance is 
indicated. 

A 16-year-old boy shows lack of interest 
in the subject itself and in the books to be 
read, as well as indicating unfavorable 
home conditions: 

“Studying with me was never easy. Since 
I've been old enough to know what study- 
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ing meant I built up a hate for it. When ` 
I was in grammar school the only thing 
that could make me study was the back of 
my father’s hand. The only excuse I had 
for not studying was because I was lazy. I 
guess thats the way it is with most non 
studyers. (Please excuse the English) Since 
the day I learned how to read I hated it. 
In all my 16 years of life, and I’m serious, 
I’ve never read a book. I repeat I’m serious, 
the only time I read is when I’m called on 
in class. There I must read If I want to 
Pass. Trying to read at home is a difficult 
task. There is seven in my family, my 
mother, father three sisters and a brother. 
I don’t think there is a time when one of 
the rooms is empty. I don’t think it is 
possible for anyone to study with cowboys 
and indians running all around. The only 
time I study is when I’m interested in what 
I'm studying. If I can’t get interested the 
book is closed and won't be opened again.” 

Surely somewhere in his school career this 
boy should have begun to find in books 
something that had meaning and use to 
him. 


INSIGHT OF ADOLESCENTS 


Occasionally, in marked contrast to the 
customary blanket condemnation of school 
and teachers on the one hand, or the docile 
acceptance of requirements on the other, 
one finds evidence in a senior high school 
composition that the student has delved 
into psychology and is capable of consider- 
able self-analysis. Here is one such com- 
position, signed “From a neurotic”: 

“Homework has been a great problem to 
all of us who are still young and prefer to 
do other things. Things that do not require 
thinking. 

“I for one find studying to be necessary 
in order to get high grades. I try hard to 
like my work and to do it willingly, and I 


101 


have found the results attractive. Most of 
the time I find doing homework an easy 
job, as long as I have solitude, and unfor- 
tunately I always do. I know that if a class 
is extremely important to my passing, I 
always sit down and do my homework, etc., 
right away. I do not dilly dally, and though 
I am not of an assidious nature I manage 
to get along in my school work. 

“On the other hand, if I dislike a teacher 
I do my work unwillingly, and therefore do 
not do my best. Many people have found 
this to be infantile, I agree with them, but 
it is a good way to escape from doing your 
best. Sometimes I don’t do my work be- 
cause books (I read a great deal) stare me 
in the face. I feel I can learn more from 
Toilstrosy, Balzac, Zola, Lenin, and Marx 
then from some of the teachers Ihave. But 
since I want to graduate I tear myself away 
from these dignataries. I lock up my books, 
and resume to the ones given to me at 
school.” 

The following composition reveals a con- 
scientious 17-year-old adolescent: 

“Sometimes studying is easy for me be- 
cause of the following reasons: 

“1) When I discover my class is going to 
have a test I study so I can try to get a good 
mark. I feel very proud to bring home a 
good paper to my mother. She feels very 
happy. 

“2) I find that it is easier to study when 
I do my homework every day. 

“3) When I don’t have too much home. 
work to do I can concentrate more on my 
school work. 

“4) When the weather is warm, it is light 
late and therefore I have a desire to stay 
up later and do more work. 


“5) Constant pressure of someone who 
has confidence in me helps make studying 
easier.” 
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Among the factors this girl mentioned as 
making study difficult were “teachers who 
dislike or embarrass me,” getting a low mark 
when she had tried very hard, headaches, 
family problems and competing out-of- 
school activities. 


CONCLUDING COMMENT 


Adolescents seem to have an uncanny 
insight that is not usually retained in later 
life. We can learn from them. Their com- 
positions are studded with statements that 
show keen psychological insight based as 
they are on immediate first-hand experience. 
The way in which adolescents express their 
insights is also impressive; it is direct, sin- 
cere, uncompromising and often intensified 
by emotion. 

Consequently it is important that teachers 
and parents listen to what children and 
adolescents say about their study problems. 
From their compositions we can obtain 
more understanding of the effect of poor 
teaching practices and personal worries 
than can be found in most of the books 
and pamphlets on how to study. A few 
students show an understanding of very 
mature study habits, which are seldom 
taught in school. Some indication of de 
velopmental stages in study habits may be 
obtained from the analysis of responses 
representing successive grade levels. 

Most important is the vivid impression of 
individual differences that one obtains by 
reading the compositions themselves. In 
their study methods youngsters reveal a 
great variety of Personality trends and ways 
of coping with life situations. The teacher 
who obtains compositions of this kind from 
his class will have an enlightening experi- 
ence. Parents too can profit by discovering 
how their children perceive study condi- 
tions at home and in school. 
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Mental deficiency services in Scotland are 

now highly organized and are mainly the 
} responsibility of three statutory bodies—the 
regional hospital boards, the local health 
authorities and the local education authori- 
ties. It has naturally taken time to develop 
this degree of complexity and it may there- 
fore be instructive to trace the various steps 
in the process as manifest in a relatively 
old country. 

The initial step can be dated back to 
1853, when awareness of mental deficiency 
as a community responsibility took a prac- 
l tical form. That year, seven years after 
E first private school for defectives had 
‘ 
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been opened in England, the foundation 
stone was laid for the first Scottish mental 
deficiency institution. This was at Baldo- 
van, near Dundee. The /llustrated London 
News of July 30, 1853 had this to say, “We 
are glad to perceive that the sympathy of 


i Dr. Gibson, formerly lecturer on mental deficiency 
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Development of 


mental deficiency services 


in Scotland 


the public with the privations of idiotic or 
defective children is extending itself to 
Scotland, where an orphanage or asylum 
for the reception of this hitherto neglected 
class was founded with Masonic honors. 
... The project of the erection and sup- 
port of this admirable institution origi- 
nated in the enlightened zeal and benevo- 
lence of Sir John Ogilvy, Bart, of Inver- 
quharity, who, with his lady, has for several 
years taken a lively interest in the progress 
of the efforts now making to train the feeble 
minds, and otherwise to ameliorate the con- 
dition of the fatuous and imbecile. We are 
happy to add that her Majesty and H.R.H. 
Prince Albert have signified their intention 
of bestowing their patronage on this excel- 
lent institution.” 

Accommodation was provided for 30 chil- 
dren. Its nature can be appreciated from 
a contemporary description, “The front of 
the building comprises matron’s apart- 
ments, a large gymnasium, and classrooms 
for each sex. At the back are dining-rooms, 
lavatories and commodious culinary offices. 
The upper floor contains four large and 
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lofty dormitories; also six smaller bedrooms 
for boarders, with baths and every possible 
convenience. On this floor also are bed- 
rooms for the matron and domestics.” 
The first provision for defective children 
owed itself to the benevolence of a private 
individual. This must have been a most 
unusual act in those days, for on the death 
of Sir John his benefaction was recorded in 
an elegy composed by William McGonagall, 
the peasant poet of Dundee: 
“He was a public benefactor in many ways, 
Especially in erecting an asylum for imbecile chil- 
dren to spend their days; 
Then he handed the institution over as free— 
As a free gift and a boon to the people of Dundee.” 


This first institution was run by a board 
of directors. Administrative changes came 
in 1857 with the passing of the Lunacy 
(Scotland) Act. Mental hospitals and insti- 
tutions like Baldovan now became subject 
to a central authority, the General Board of 
Control. They still had their boards of di- 
rectors or district boards of control for gen- 
eral management but the central body had 
the final say because it alone had the au- 
thority to grant licenses enabling institu- 
tions to admit patients. It also had the 
right of inspection. ‘The Act of 1857 dealt 
essentially with the insane but it also in- 
cluded defectives within its scope. 

The following half-century saw a steady 
expansion of the original institution and 
the development of a second and larger 
establishment in another part of the 
country. 

The first specific reference to mental de- 
fectives came in the Scottish Education Acts 
of 1906 and 1908. These acts provided for 
the education of mental defectives in 
special schools and classes. A further step 
forward was taken in 1913 with the passing 
of the Mental Deficiency and Lunacy 
(Scotland) Act. This recognized that the 
problems of mental deficiency transcended 
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any one authority and for the first time out- j 
lined the respective scope, within this field, 
of the local education authorities and the 
local health authorities. It laid on the local ọ 
education authorities the duty of ascer- 
taining what children between the ages of 
5 and 16 years were defective, and gue 
the local health authorities to ascertai 1 f 
those over the age of 16 years. Under the 
act it was also the duty of the local health 
authorities to provide suitable and sufficient 
accommodation for defectives. 

In its mental deficiency provisions the act 
distinguished between (1) defectives who” 
could pay for themselves or could be main- 
tained by relatives and (2) those who had / 
to be maintained at public expense. As re- 
gards the first group, the act required that 
parents or guardians provide for the educa- 
tion or for the proper care and supervision 
of defectives between the ages of 5 and 16 | 
years. If the defective was educable the 
duty of education could be met by making 
arrangements with the local education au: 
thority for attendance at a special class oF — 
school. Otherwise the child could be placed | 
under guardianship or in a mental defi- Í 
ciency institution, on the production of two | 
medical certificates and with the consent of 
the General Board of Control. As regards | 
the second group, those wholly or partly 
maintained at public expense, it was a 
duty of the local education authority to 
provide for the education or for the prope! 
care and supervision of children between 
the ages of 5 and 16 years. The local edu- 
cation authority could cither send such 
children to special classes or schools or place 
them in mental deficiency institutions. 

During the next 30 years or so, there 0¢ 
curred a steady expansion of facilities for 
defectives, both in the provision of special 
school places and of institutional beds. 
There were now five major institutions, in- 
cluding a separate institution for criminal 


defectives, and a number of smaller estab- 
lishments had come into existence under 
private, religious or municipal auspices. 


MODERN MEASURES 


A further major step came with the pass- 
ing of the 1946 Education (Scotland) Act. 
This act, and its amending Act of 1949, are 
the latest education acts relating to mental 
defectives. The 1946 act sets out the duty 
of local education authorities to ascertain 
what children who have attained the age 
of five years (1) require special educational 
treatment or (2) are suffering from a dis- 
ability of mind of such a nature or to such 
an extent as to make them incapable of 
receiving education at school or as to make 
it inexpedient that they should be edu- 
cated in association with other children, 
either in their own interests or in those of 
the other children. 

Ascertainment is carried out by the school 
medical officer or one of his assistants. In 
the case of a high-grade defective the defect 
may not be ascertained until the child goes 
to school, or even later when he shows this 
defectiveness by his inability to keep up 
with the rest of the class. In the case of a 
lower-grade defective, whose handicap is 
more apparent, the parents can request an 
examination by the school medical officer 
after the child is two years old. It is the 
duty of the local education authorities to 
make known the availability of this service. 

The special educational treatment under 
the act can be provided in special schools, 
occupation centers and child guidance 
clinics, 

Special schools include special classes, spe- 
cial day schools and special residential 
schools. These cater to children with 1.Q.'s 
from 55 to 70. Such children are designated 
educationally subnormal. Day schools pro- 
vide for children resident in the area, but 
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the act also empowers the local education 
authorities to set up hostels to accommo- 
date children from a distance so that they 
may attend day schools. Resident schools 
are necessary to meet the needs of children 
from rural areas as well as those who are 
neglected or living in unsatisfactory condi- 
tions. Occupation centers are for children 
with I.Q.’s from 40 to 55, who are trainable 
rather than educable. Occupation centers 
concentrate on habit-training, speech, move- 
ment and simple manual skills. This type 
of center has the additional advantage of 
sparing the parents during the day from 
the care of children who in many instances 
may be waiting admission to an institution. 
(It should be noted in passing that an in- 
stitution itself may organize its own day 
center in collaboration with the local health 
authority for the care of just this type of 
child.) The remaining service, the child 
guidance service, can provide invaluable 
help in specific educational problems. 

When for any reason the local education 
authority is unable to deal with educable 
or trainable children of the special school 
or occupation center groups, it is its duty 
to pass them over to the local health au- 
thority to be dealt with as mental defec- 
tives. This does not necessarily mean that 
such children are lost to the special school 
system. Cases are not unknown where chil- 
dren previously thought ineducable have 
improved to such an extent under institu- 
tional care and training that they can be 
considered educable. 

For these children, the Education Act of 
1949 allows a review of their cases on re- 
ceipt of a report from the local health au- 
thority or the institutional authority. Fi- 
nally, it is the duty of the local education 
authority to notify the local health au- 
thority of those children who are about to 
leave the special school or occupation cen- 
ter at 16 and'who, in the opinion of the 
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local education authority, must be placed in 
an institution or under guardianship in 
accordance with the Mental Deficiency Act. 

In relationship to hospital services the en- 
actment of the National Health Service Act 
of 1947 brought sweeping changes. This 
act transferred hospitals and other institu- 
tions to the Secretary of State for Scotland, 
who in turn delegated their management 
to a number of regional hospital boards. 
The advent of the National Health Service 
saw Scotland divided into five hospital 
areas, each controlled by a regional hospital 
board with subordinate boards of manage- 
ment for different hospitals or groups of 
hospitals. 

A mental deficiency institution is now 
subject to three separate boards. At the 
lowest level is the board of management. 
This consists of permanent officials and 
representatives of various interests and or- 
ganizations who have been appointed by the 
regional hospital board. Its functions are 
essentially concerned with the day-to-day 
running of the institution. Above this is 
the regional hospital board, which is com- 
posed of permanent officials and of mem- 
bers appointed by the Secretary of State. 
This body is not concerned with the rou- 
tine management of the institution but 
rather with the wider aspects of policy. It 
has to do with the planned expansion of the 
institution and its services to the commu- 
nity. The third level, the General Board 
of Control, is now integrated into the De- 
partment of Health. It is composed of 
permanent officials and its function is to 
carry out periodic inspection of institutions, 
to scrutinize the certification procedure, to 
arrange for the regular review of cases and 
to deal with appeals against detention. This 
board is therefore essentially medico-legal 
in nature. 

There are some additional acts concerned 
with the welfare of defectives. These are 
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the Disabled Persons’ Employment Act of 
1944, the National Assistance Act of 1948 
and the Criminal Justice Act of 1949, 

Under the Disabled Persons’ Employ- 
ment Act mental defectives may be classed 
as disabled persons and helped to obtain 
suitable employment. For those unable to 
work the National Assistance Act grants a 
financial allowance to their parents or 
guardians, and this allowance is payable 
whether the defectives are certified or not 
The Criminal Justice Act further safe 
guards the interests of defectives when they 
break the law. It provides for their exami- 
nation and the recognition that they are 
defectives, and it empowers the court to 
take appropriate action other than fine or 
imprisonment, 


DELEGATION OF RESPONSIBILITY 


This historical survey brings us to the 
present. It can now be appreciated how 
complex has become the organization deal- 
ing with mental deficiency. In every hos 
pital region three main authorities are com 
cerned—the local education authority, the 
local health authority and the regional hos 
pital board. 

The local education authority ascertains 
who in its area between the ages of 5 and 
16 years are defective. Its duty is to pro 
vide special classes, special schools and 0 
cupation centers for those capable of bene 
fitting from these facilities. In the case of 
educable or trainable children whom it can- 
not look after, its duty is to report them to 
the local health authority. The local 
health authority ascertains as defective those 
not already covered by the local education 
authority. It also provides training and 
occupation for those over the age of 16: 
It places defectives under guardianship, and 
it reports to the regional hospital board all 
those who require institutional care. The 


‘regional hospital board provides institu- 
tional accommodation, deals with the ex- 
tension of services to the community, and 
encourages teaching and research in mental 
deficiency. 

Additional bodies now concerned with 
the affairs of mental defectives are the Min- 
istry of Labor, the Assistance Board, and 
the law courts. A further part is played by 
the voluntary associations. 

The Ministry of Labor permits the clas- 
sification of defectives as disabled persons 
and thus renders them eligible for sheltered 
employment at special factories for the dis- 
abled. It also makes available the services 
of disabiement resettlement officers to find 
Suitable employment. For those shown to 
be incapable of work the Assistance Board 
makes a financial allowance to the parents 
or guardians for maintenance. When de- 
fectives transgress the law their interests are 
still covered. The prosecutor is empowered 
to bring medical evidence before the court 
that the accused is a defective. Under the 
Criminal Justice (Scotland) Act the official 
prosecutors are supplied with a list of men- 
tal deficiency psychiatrists to call upon in 
such cases. The court can then order the 
accused to attend a clinic or to be admitted 
to an institution, depending on the cir- 
cumstances of the case and the nature of 
the deficiency. 

The voluntary associations mainly con- 
cerned with mental deficiency are the Scot- 
tish Association for Mental Health, the lo- 
cal voluntary associations and the Scottish 
Association of Parents of Mentally Handi- 
capped Children. 

The Scottish Association for Mental 
Health represents all branches of mental 
health. Its members are drawn from the 
ranks of private individuals, local education 
authorities, local health authorities, Na- 
tional Health Service, Ministry of Labor, 
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probation departments, social workers and 
others interested individuals. It is con- 
cerned with the broader aspects of mental 
health, and is consulted on such matters by 
public officials. It plays an important part 
in educating the public by providing lec- 
tures and by organizing conferences on a 
national level. The local voluntary associ- 
ations work on a local basis. One of their 
main functions is the after-care of defectives 
who have left special schools at the age of 
16, but they also arrange home visitation 
for other defectives who have remained in 
the community. The Scottish Association 
of Parents of Mentally Handicapped Chil- 
dren is a recently-formed organization 
which energetically pursues the same aims 
as corresponding bodies elsewhere. 


COURSE OF TREATMENT 


The working of the system can be seen 
in its broad outlines by tracing briefly the 
course of an individual from the time he is 
first reported until he is finally re-estab- 
lished in the community. It may be a boy 
in a special class whose conduct has become 
so detrimental that the ordinary educa- 
tional system can no longer cope with him, 
In this event his headmaster would report 
him to the director of education for the 
city or county. The latter would report 
him to the corresponding medical officer 
of health, as the senior medical official of 
the local health authority. It would then 
be for the medical officer of health to ap- 
proach the regional hospital board. In the 
case of the Scottish eastern hospital region 
this contact is made through mental de- 
ficiency clinics. A close collaboration has 
been built up between the regional hospital 
board and the various local health authori- 
ties in its area. The regional hospital 
board furnishes the services of its mental 


107 


deficiency consultant and the local health 
authorities make available clinic premises 
and ancillary staff. Practically all the de- 
fectives of the region now pass through the 
clinics. Cases are referred for diagnosis and 
advice by education authorities, welfare de- 
partments, probation departments, employ- 
ment offices, courts of law, general medical 
practitioners and hospital clinics, Each 
case is discussed with officials of the local 
health authority with regard to such mat- 
ters as suitability for employment, type of 
care required, or degree of urgency, if in- 
stitutional care should be decided on. In 
the case under discussion the recommenda- 
tion might be institutional care. Then on 
the occurrence of a suitable vacancy the 
local health authority would be informed, 
certification arranged by them, and the boy 
admitted and absorbed into the scholastic 
and vocational program of the institution. 
The mental deficiency institution has 
changed somewhat in ‘function during the 
last century. Its original purely educative 
function has been taken over by the educa- 
tion authorities. Broadly speaking, it now 
provides what might be termed custodial, 
rehabilitative and preventive facilities 
for three different groups of inmates, 
Custodial facilities relate to lower-grade 
cases who will always require nursing or 
other care. The main rehabilitative func- 
tion of the institution is exerted in the case 
of higher-grade patients. These, if under 
the age of 16, are such as cannot be looked 
after within the ordinary educational sys- 
tem. The preventive function arises in the 
case of delinquent defectives who must be 
removed from the community for the safety 
of others. Fortunately the really serious of- 
fenders are not admitted to an ordinary 
mental deficiency institution but are sent 
to a special institution which deals only 
with this type. The ordinary mental de- 
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ficiency institution is no place for criminal 
defectives who are a menace to its inmates, 
placed there for their own care, training 
and protection. 

The change in the nature of its popula- 
tion has not lessened the need for institu- 
tional accommodation. There are at pres- 
ent about 5,000 beds in mental deficiency 
institutions, and an estimated need of fully 
10,000, This compares with just short of 
7,000 special school places, and an esti- 
mated need of 8,000 places. The deficit in 
institutional beds is now being made up by 
an intensive building program. 

By now the patient who was admitted 
earlier may have become stabilized after an 
appropriate period in the institution. He 
may also have developed an aptitude for 
some particular employment such as farm- 
ing. The question of his return to the 
community would then arise. 


CONTINUED SUPERVISION 


Return to the community can be accom- 
plished in a number of ways. A patient 
can be discharged outright and sent directly 
back to his home, but this procedure is not 
commonly adopted. As a rule, some form 
of continued supervision is advisable. This 
may be of the family care or the hostel 
variety. Family care in Scotland is of the 
dispersion type: once placed under family 
care, defectives are the responsibility not of 
the institution but of the central body, the 
General Board of Control, whose inspectors 
carry out periodic visits. For other cases 
hostels supply an intermediary link between 
institution and community life. Hostels 
provide a smoother transition to full com- 
munity life. They permit a more gradual 
assumption of freedom with its responsibili- 
ties, and thus help to reduce the risk of 
breakdown. Conversely, should a break: 
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down occur, less harm is likely to result 
under hostel conditions than in the commu- 
nity at large. 

For those who show aptitude in agricul- 
tural work at the Scottish institutions there 
exists a farm-training colony which com- 
bines the functions of a hostel and a voca- 
tional school. Promising lads are given 
additional training and after a period in 
the hostel are placed in agricultural work 
on generally small farms in the community. 


“IF A MAN CAN EAT HE CAN WORK” 


(Scotch proverb for psychosomatic symptoms) 
She speaks: 


“Ifa man can eat he can work 
Else every one knows he’s a shirk. 
Eat your porridge and honey 
Then earn me some money 

To pay the grocery clerk.” 


His unconscious mind replies: 


“But I don’t want to work for you— 
Damnation that this is true— 

See my appetite failing 

And how I am ailing; 

Be off with the broth that you brew! 
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Even at this stage, provisions for their 
welfare do not cease. Their working condi- 
tions are scrutinized periodically by the 
commissioners and inspectors of the Gen- 
eral Board of Control, and their stability is 
safeguarded by referral to mental deficiency 
or other clinics should any difficulty arise. 
Finally their continued welfare can be aided 
by projects such as clubs or other centers 
set up by local health authorities or volun- 
tary associations. 


“If a man can eat he can work? 

I can’t; I won't; IIl shirk. 

And do you persist, 

So must I resist, 

I could kill you—but can’t—with my dirk. 


“These are only the thoughts in my head, 
Dear wife, when we go to bed, 

Not words that I speak 

For I am too weak 

With hate and the hunger I dread. 


“Bring me porridge for I have to eat— 
This craving to be replete! 

But I won't keep it down. ... 

Go on, tell the town 

That you married a shirk and a cheat!” 


—Hazel Kuno 
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BENJAMIN MALZBERG, Pu.D. 


Cohort studies of mental disease 
in New York State: 1943-49 


PART III. ALCOHOLIC PSYCHOSES 


During the five fiscal years which began 
April 1, 1943 and ended March 31, 1948 
there were 3,511 first admissions with alco- 
holic psychoses to the New York civil state 
hospitals. Of this total, 182 were subse- 
quently admitted, either by transfer or re- 
admission, to mental hospitals which are 
not part of the New York state hospital 
system. The remaining 3,329 spent their 
entire period of hospital residence within 
this system, and therefore furnish the sub- 
ject matter of the following study. 

As shown in Table I, the 3,329 first 
admissions belonged to five annual cohorts. 
The first cohort, admitted during the fiscal 
year which ended March 31, 1944, totaled 
515. The number of first admissions in- 
creased in each of the succeeding cohorts. 


Dr. Malzberg was formerly the director of statis- 
tics for the New York State Department of Men- 
tal Hygiene. These are the 3rd and 4th of a series 
of 9 reports based on an investigation supported by 
a research grant from the National Institute of 
Mental Health. 
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The fifth cohort, admitted during the fiscal 
year ended March $1, 1948, included 947 
first admissions. The total number of first 
admissions with alcoholic psychoses in the 
fiscal year 1943-44 was the smallest since 
1930 and was the low point of a trend 
which began in 1941. After World Wat 
II, the number of such first admissions ros¢ 
rapidly. The number admitted during the 
fiscal year 1947-48 was not only the largest 
recorded up to that date, but the rate pe 
100,000 general population was with one 
exception the highest ever recorded. A 
similar decrease was noted during the first 
World War, followed by a rising trend, 
and suggests speculation as to the pos» 
sible relation of the rate of alcoholic psy- * 
choses to social changes occurring during 
a war. 

The age distribution of the 3,329 first 
admissions in the total cohorts is shown 1 
Table II. There was a concentration be 
tween ages 35 and 59, 70% being included 
within these limits. There was a marked 
sex difference, however, with females mM 
relative excess at all ages under 45, and 
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TABLE 1 
First admissions with alcoholic psychoses to New York civil state hospitals, 
fiscal years 1943-44 to 1947-48 inclusive 


FISCAL YEAR MALES FEMALES TOTAL 
1943-44 393 122 515 
1944-45 387 149 536 
191546 514 140 654 
19647 506 171 677 
194748 697 250 947 
Total 2,497 832 3,329 


males concentrated more heavily at the date of first admission. As explained in 
older ages. The median age at first admis- Part I of these investigations, each of the 
sion was 49.2 and 44.4 years for males and members of the cohort of 1943-44 had a 
females respectively. hospital follow-up of five years. The period 

The members of each cohort were fol- of observation for successive cohorts was re- 
lowed for equal periods of time after the duced by a year in each case, so that the 


TABLE II 
First admissions with alcoholic psychoses to New York civil state hospitals, 


fiscal years 1943-44 to 1947-48 inclusive, classified according to age 
Es eee eee ee ee NE 


NUMBER PERCENT 

AGE (years) Males Females Total Males Females Total 
Under 25 46 16 62 1.8 1.9 1.9 
25-29 91 58 149 3.6 7.0 44 
30-34 156 85 241 6.2 10.2 7.2 
35-39 267 125 392 10.7 15.0 11.8 
410-44 374 151 523 15.0 18.1 15.7 
45-49 369 115 484 14.8 13.8 14.5 
50-54 420 108 528 16.8 13.0 15.9 
55-59 367 86 455 14.7 10.3 13.7 
60-64 224 42 266 9.0 5.0 8.0 
65-69 122 22 144 4.9 2.7 4.3 
70 or over 56 24 80 2.2 2.9 2.4 
Unascertained 5 E 5 0.2 pra 0.2 
Total 2,497 832 3,329 100.0 100.0 100.0 


members of the final cohort (1947-48) were 
followed for only a year after the dates of 
admission. In obtaining percentages and 
rates of discharge and mortality, it was 
therefore necessary to allow for these vary- 
ing periods of exposure. Since all five 
cohorts were under observation during the 
first year after admission, all were included 
in computations for that period. However, 
only four cohorts remained under observa- 
tion during the second year and the rates 
for that period had to be averaged accord- 
ingly. This procedure was followed to the 
end of the fifth year after admission. As 
only one cohort (that of 1943-44) was under 
observation during that period, the corre- 
sponding rates were derived entirely from 
the experience of this cohort. 


Of the male cohorts with alcoholic psy- 
choses, 65.6% were discharged within five 
years after admission, contrasting with an 
average percentage of only 42.0 for all male 
first admissions. Discharges occurred most 
rapidly during the first three months, dur- 
ing which 21.5% of the cohort was dis- 
charged. The percentages dropped rapidly 
during the remainder of the first year, the 
total for that year amounting to 27.2%. 
During the second year the discharges repre- 
sented 30.4% of the total admissions. Dis- 
charges dropped to a low level after the 
second year. Of the patients discharged 
during the second year, at least 90% were 
placed in convalescent care during the pre- 
vious year. Therefore it may be estimated 
that approximately 50% of the male first 
admissions with alcoholic psychoses left the 
hospitals during the first year after admis- 
sion, either by direct discharge or by place- 
ment in convalescent care. 

Of the female first admissions with alco- 
holic psychoses, 70% were discharged within 
five years after admission, exceeding the 
corresponding percentage of 43.5 for all 
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female first admissions. There were signifi- 
cant differences, however, in the distribu- 
tion of the discharges as between males and 
females. Whereas 21.5% of the males were 
discharged within three months after admis- 
sion, only 13.1% of the females were dis- 
charged during that period. Twenty-seven 
percent of the males were discharged during 
the first year compared with only 18% of 
the females. However, 43% of the females 
were discharged during the second year, 
compared with 30% of the males. The 
earlier discharge of males is due in part 
to the fact that types of alcoholism subject 
to quick recoveries occur relatively more 
frequently among males. From 80 to 90% 
of the females discharged during the second 
year after hospitalization were placed in 
convalescent care during the first year. 
Therefore from 50 to 55% of the female 
first admissions with alcoholic psychoses left 
the hospitals during the first year, either by 
direct discharge or by placement in com 
valescent care. 

A cohort of first admissions with alcoholic 
psychoses to the New York civil state hos- 
pitals during 1909-10 was submitted to 4 
hospital follow-up study (1). The results 
for the first two or three years are not 
directly comparable with those for the cul 
rent cohorts because of differences in record- 
ing time in convalescent care and also be- 
cause the present study is limited to the 
first continuous residence. For these rea- 
sons, comparisons cannot be made with re 
spect to discharges during the first year. 
By the end of the second year 57.6% of 
the current male cohort had been dis- 
charged. Adjustment for the methods of 
recording would reduce this to 45%. The 
corresponding percentage for the early 
cohort was 60. By the end of the fifth 
year of hospitalization differences in Te 
cording had become of minor importance, 
and at that point the percentage of dis 
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charge was the same for both male cohorts, 
namely, 65. 

In the case of ‘the females, however, 
there were significant differences (2). By 
the end of the second year of hospitaliza- 
tion 61.1% of the current female cohorts 
had been discharged, compared with 43.2% 
of the early cohort. Even after necessary ad- 
justments the percentage for the former was 
still in excess. By the end of the fifth year 
the percentages were 70.0 and 51.5 respec- 
tively. There have been important changes 
in recent years in social attitudes with re- 
spect to amounts and kinds of drinking, 
which is now more general. It may be, 
therefore, that forty years ago female first 
admissions with alcoholic psychoses repre- 
sented a poorer selection and were less re- 
sponsive to treatment. 


TABLE III 
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Table III shows the rates of discharge per 
1,000 annual exposures during successive 
periods of hospitalization following admis- 
sion. The highest discharge rate among 
males, 889.2, occurred during the first three 
months of hospitalization. The rate de- 
creased during the remainder of the first 
year, falling to 61.9 during the final quarter. 
The average rate for the first year was 
981.7. The rate increased to 471.8 during 
the second year, primarily through the ex- 
piration of periods of convalescent care. 
After the second year the rate decreased 
steadily to 39.2 during the fifth year. 
Females had lower rates of discharge than 
males during the first year of hospitaliza- 
tion. They began with a rate of 545.3 dur- 
ing the first three months after admission; 
the rate declined to 50.8 during the final 


First admissions with alcoholic psychoses to New York civil state hospitals 
discharged during specified periods after admission, 
classified according to percentage and rate 


Th n 


MALES FEMALES 
REND Ley i se eee 2S 
Cumula- Rate per Cumula- Rate per 
AMES INOS Per- tive 1,000 Per- tive 1,000 

HOSPITALIZATION cent percent exposures * cent percent exposures * 
First three months 21.5 21.5 889.2 13.1 13.1 545.3 
Second three months $.3 24.8 176.1 3.1 16.2 154.0 
Third three months 1.4 26.2 83.0 1.1 17.3 55.9 
Fourth three months 1.0 27.2 61.9 1.0 18.3 50.8 
First year 27.2 27.2 981.7 18.3 18.3 189.4 
Second year 30.4 57.6 471.8 42.8 61.1 589.3 
Third year 5.4 63.0 167.1 6.3 67.4 222.1 
Fourth year 1.8 64.8 78.7 1.8 69.2 107.5 
Fifth year 0.8 65.6 39.2 0.8 70.0 62.5 


a aR fa ee UE aecneria 


* On an annual basis. 
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quarter of the year. The average rate for 
females for the first year was 189.4, com- 
pared with 281.7 for males. During the 
second year, however, the discharge rate for 
females increased to 589.3, compared with 


TABLE IV 


471.8 for males. The rate for females de- 
creased after the second year to a minimum 
of 62.5, but in each of the later periods of 
hospitalization their rates exceeded corre- 
sponding rates for males. 


Rates of discharge * among first admissions with alcoholic psychoses 
to New York civil state hospitals during specified periods after admission, 
classified according to age at first admission 


Matin Ist 2nd 3rd 4th 
three three three three Ist 2nd 3rd 4th 5th 

er mos. mos.+ mos.+ mos} year year year year year ` 
ADMISSION 

(years) MALES 
Under 25 (1000.0) 571.4 = 333.3 521.7 785.7 1000.0 - A 
25-29 (1000.0) 72.6 876.5 - 446.9 738.4 333.3 - 1000.0 
30-34 (1000.0) 126.2 43.4 44.0 407.8 698.4 285.7 142.9 s 
35-39 (1000.0) 152.8 91.8 47.1 336.5 528.9 371.4 300.0 z: 
40-44 (1000.0) 252.7 32.0 64.7 321.1 537.1 336.3 40.8 >$ 
45-49 977.1 165.0 63.4 82.1 302.1 532.1 132.1 37.0 71.4 
50-54 679.8 268.3 92.1 81.8 256.4 439.1 105.3 53.3 3 
55-59 578.0 153.4 117.4 76.5 212.38 401.1 167.8 200.0 a 
60-64 524.6 66.2 68.4 - 159.3 334.7 36.4 zi s 
65-69 517.8 40.7 43.2 - 149.1 330.6 36.4 16.9 5 
70 or over 381.0 86.0 94.4 99.7 155.8 72.7 = - 50.0 

FEMALES 

Under 25 1000.0 333.0 = 363.6 375.0 1000.0 - - g 
25-29 (1000.0) 285.7 102.6 108.1 396.6 695.7 = - = 
30-34 961.0 130.6 68.8 70.2 290.9 775.0 500.0 - 4 
35-39 563.8 156.7 40.8 - 181.1 564.5 294.1 500.0 É 
40-44 616.4 193.2 - - 195.3 659.1 368.4 $33.3 N) 
45-49 293.9 244.3 43.4 44.4 145.4 592.6 166.7 200.0 = 
50-54 $86.0 - 89.6 142.2 147.1 485.4 275.9 - 333.3 
55-59 396.3 7 56.3 - 109.1 441.6 58.8 F 
60-64 207.8 116.8 - -= 76.9 222.2 76.9 - F 
65-69 189.4 400.0 222.2 - 186.0 666.7 500.0 + 
70 or over - 210.5 ~ - 48.8 636.4 - 1000.0 % 


* Per 1,000 annual exposures 


tOn an annual basis 
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Comparison with rates of discharge 
among the cohort of 1909-10 (3) shows that 
in general the rates for the current male 
cohorts were lower, but that the rates for 
the current female cohorts were higher. 
During the first two years, for example, 
the adjusted rate for the current male cohort 
was 485 per 1,000 exposures, compared with 
621 for the early cohort. Among the female 
cohorts, the corresponding rates were 516 
and 474. 


Table IV shows that as in other groups of 
mental disorders, rates of discharge per 
1,000 annual exposures varied inversely 
with increasing age at first admission, Dur- 
ing the first three months male first admis- 
sions under 45 years of age were discharged 
at rates which, if continued through the 
entire first year, would have resulted in the 
discharge of the entire cohort. After age 
45 the rates declined to a minimum of 381 
at ages 70 or over. During the first year 
the rate of discharge declined among males 
from 521 per 1,000 among those under 25 
years of age to less than 200 among those 
aged 60 or over. During the second year 
of hospitalization the rates of discharge de- 
clined from over 700 among the younger 
first admissions to 330 at ages 65 to 69, and 
fell still further to 72.7 among those aged 
70 or over. 

Among females the rate of discharge de- 
creased during the first year of hospitaliza- 
tion from almost 400 per 1,000 exposures 
among the younger first admissions to 
minima at the older ages, the rates being 
less than the corresponding rates for males. 
During the second year of hospitalization 
this was reversed and females had higher 
rates than males. In general, however, the 
rates declined during this period from 
highest rates among the younger first ad- 
missions to low rates at the older ages. 


Cohort Studies 


MALZBERG 


We come next to the question of the condi- 
tion of the patients at time of discharge, as 
shown in Table V. For this purpose, we 
used the end of the second year after admis- 
sion as the cut-off point, since this period 
included almost 90% of all the discharges 
during the five years of exposure. We also 
eliminated the cohort of 1947-48 because 
this group was exposed to observation for 
only one year. Of the remaining 2,382 first 
admissions with alcoholic psychoses, 957, or 
40.2%, were discharged within two years as 
recovered. Those described as much im- 
proved or improved were 11.3 and 6.2% 
respectively. Therefore 57.7% of the co- 
horts were discharged with some degree of 
improvement. 

There was little difference between the 
sexes. Of the males 50.7% were discharged 
as recovered or much improved, compared 
with 53.4% of the females. 

Of the cohort of first admissions 
with alcoholic psychoses admitted during 
1909-10 (4), 37.1% were discharged within 
two years as recovered, compared with 
40.2% of the later cohorts. Those with 
some degree of improvement, including re- 
covery, represented 49.4% of the earlier co- 
hort and 57.7% of the current cohorts. The 
difference occurred primarily among fe- 
males. Of the current cohort 59.4% were 
discharged within two years with some de- 
gree of improvement, compared with only 
42.1% of the early cohort. Among males, 
the corresponding percentages were 56.9 and 
56.8 respectively. 


MORTALITY 


Compared with average rates of mortality 
for all first admissions, the rates for first 
admissions with alcoholic psychoses were 
relatively low, as shown in Table VI. Of 
the males an average of only 11.1% died 
within five years after admission. Most of 
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TABLE V 


Discharges among first admissions with alcoholic psychoses 


to New York civil state hospitals, fiscal years 1943-44 to 1946-47 inclusive, 
within two years after admission, classified according to condition at discharge — 


MALES FEMALES TOTAL 
a Percent Percent Percent Percent Percent Percent 
CONDITION of total of first of total of first oftotal of fmt 
AT diss ad- dis- ad- di ed i 
DISCHARGE Number charges missions Number charges missions Number charges missions 
Recovered 728 69.7 40.4 229 64.0 39.3 957 68.2 40.2 
Much improved 86 17.8 10.3 82 22.9 14.1 268 19.1 11.3 
Improved 12 10.7 6.2 s 9.8 6.0 147 10.4 6.2 
Unimproved ier 88 Ll 12 3.4 2.1 31 2.2 13 
Total discharges 1,045 100.0 58.1 358 100.0 61.5 1403 100.0 58.9 4 
Se eS eee 
‘Total first admissions 1,800 - = 582 - - 2382 = - 
K 
TABLE VI 


First admissions with alcoholic psychoses to New York civil state hospitals __ 
dying during specified periods after admission, 
classified according to percentage and rate 


MALES FEMALES 
ibe ma De Vans ae We le A 
Cumula- Rate per Cumula- Rate per 
PERIOD OF Per- tive 1,900 Per- tive 1,00 
HOSPITALIZATION cent percent exposures * cent percent exposures bs 
First three months 3.7 3.7 183.5 4.5 4.5 200.9 
Second three months 1.2 4.9 69.0 1.4 5.9 72.4 
Third three months 0.9 5.8 53.4 0.6 6.5 31.2 
Fourth three months 0.8 6.6 45.4 0.6 31 31.9 
First year 6.6 6.6 77.0 7.1 iat 78.0 
Second year 1.5 8.1 30.0 1.5 8.6 29.8 
Third year 1.7 9.8 55.7 0.7 9.3 29.1 
Fourth year 1.0 10.8 45.7 0.4 9.7 22.4 
Fifth year 0.3 11.1 13.2 - 9.7 f 
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* On an annual basis. 
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deaths occurred during the first year of 

jtalization, when 6.6% of the first ad- 
misions died. The first three months ac 
counted for a third of the mortality during 
the entire period of five years. Mortality 
was low after this interval. 

Of the female cohorts an average of 9.71% 
died within five years after admission, 
Almost half the deaths occurred within 
three months after the cohorts were hor 

“pitalized. The deaths during this interval 
averaged 4.5% of the total admissions. 
Mortality was low thereafter, The mor- 
tality increased during the entire first year 

to 7.1% of the total admissions. 
_ Compared with the experience of four 
decades ago, there was been little relative 
change in mortality among male first admis- 
sions with alcoholic psychoses, though the 
small differences favored the cohorts of 
1944-48 (5). Thus during the crucial 
period of the first three months after admis- 
sion 4.8% of the male cohorts had died 
during 1909-10, compared with 3.7% of the 
"current groups. During the first year the 
corresponding percentages were 7.0 and 6.6 
! respectively. During the entire period of 
five years the corresponding percentages 

F were 12.5 and 11.1 respectively. 
Females, however, presented a very dif- 
ferent picture. Thus 12.7% of the female 
cohort of 1909-10 died within the first three 
months after admission, compared with 
} only 4.5% of the current cohort. By the 
2 of the first year the percentages had 


grown to 16.7 and 7.1 respectively. At the 
end of five years only 9.7% of the current 
female cohorts had died, compared with 

_ 22.2%, of the earlier cohort (5). 
Comparisons based upon rates of mor- 
E tality lead to the same conclusions. Thus 
the current male cohorts had a mortality 
rate of 77.0 per 1,000 exposures during the 
first year, compared with 94.9 for the early 
male cohort (6), Within the first two years 
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the rates were 121.3 and 121.0 respectively. 
Among females, however, the differences 
were marked. Thus the rates for the first 
year were 78.0 and 199.2 for the recent 
and early cohorts respectively. The rates 
for the first two years were 156.4 and 2274 
respectively. 

Despite the fact that first admissions with 
alcoholic psychoses were older than similar 
admissions of four decades earlier, the death 
rates of the current and earlier male cohorts 
did not differ significantly. In the case of 
the females the mortality was significantly 
lower for the recent first admissions. It is 
possible, as stated before, that because of 
changing social attitudes towards the use 
of alcohol females with alcoholic psychoses 
were formerly a poorer physical selection, 
so that one would look for lower discharge 
rates and higher mortality among them. It 
is also possible, however, that current im- 
provements may be related to advances in 
nutritional therapies. ; 


Mortality increased in accordance with in- 
creasing age at first admission. ‘Table VIE 
shows the rate of mortality per 1,000 annual 
exposures, classified according to age at ad- 
mission and the period of hospitalization. 
During the crucial period of the first three 
months the rate grew among males from a 
minimum of 65.3 among those aged 25 to 29 
to a maximum of $10.0 among those aged 
70 or over. The average rates of mortality 
during the first year of hospitalization 
showed a similar trend, the rates rising from 
42.3 among those aged 25 to 29 to 141.0 
among those aged 65 to 69 and to 173.1 
among those aged 70 or over. As shown 
previously, the rate of mortality declines 
after the first year of hospitalization, but 
because of the relatively small totals the 
rates fluctuate erratically as to age. 
Mortality among females followed the 
same trend as that for males. Where the 
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numbers involved provided stable rates, as Three months after admission 74.8% of the 
during the first year of hospitalization, the male cohorts were still continuously on the 
tates increased with advancing age of the books of the New York civil state hospitals, 


cohorts. 


TABLE VII 


as shown in Table VIII. The reduction 


Rates of mortality * among first admissions with alcoholic psychoses 
to New York civil state hospitals during specified periods after admission, 


classified according to age at first admission 


a u ehh Ps ge I a a E E imam 


AGE AT 
FIRST 


ADMISSION 
(years) 


Under 25 
25-29 
30-34 
35-39 
40-44 
45-49 
50-54 
55-59 
60-64 
65-69 
70 or over 


Under 25 
25-29 
30-34 
35-39 
40-44 
45—49 
50-54 
55-59 
60-64 
65-69 
70 or over 


Ist 2nd 3rd 4th 
three three three three Ist 2nd 3rd 4th 5th 
mos. mos.t mos.+ mos.t year year year year year 


EE de ee eS asc. 


MALES 
65.3 72.6 80.6 - 42.3 47.6 = - = 
76.0 42.8 = a 24.1 = = - d 
139.0 44.7 46.4 - 49.8 = = - f 
123.8 15.7 32.0 16.4 41.3 15.5 61.9 40,8 i 
137.0 76.5 47.7 82.1 73.0 40.8 = 72.7 z 
177.9 ‘101.8 13.4 54.8 78.8 18.2 59.9 27.0 55.6 
297.0 98.8 44.8 46.2 112.1 35.2 44.8 - 5 
240.6 66.2 68.4 69.8 101.4 29.7 71.4 80.0 £ 
257.2 80.7 208.1 44.0 141.0 91.3 105.3 148.1 k 
310.0 86.7 272.0 99.7 173.1 107.1 235.3 - k 
FEMALES 

118.5 130.6 68.8 3 68.4 = 333.3 Š 
181.6 40.2 - - 52.6 36.0 - = K 
61.1 66.3 33.9 - 36.6 - - = 4 
259.6 84.4 - 44.4 93.4 20.8 - - 7 
201.5 86.0 89.6 142.2 119.4 25.5 13.7 = F 
303.8 55.6 - - 85.9 32.8 114.3 - A 
397.5 227.8 - = 148.1 139.5 - 4 
189.4 - - = 51.3 133.3 - { 
833.3 = 1) a 235.3 297.9 - - - A 


* Per 1,000 annual exposures 


tOn an annual basis 


118 


of a fourth was due primarily to the high 
rate of discharge during this period. The 
cohort decreased at a slower rate during the 
remainder of the year, and at the end of 


TABLE VIII 
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12.8% of the females were still on the books, 
compared with 18.6% of the males. 

Because of the lower rate of decrement 
for females during the first year, the median 


Percent of first admissions with alcoholic psychoses 


to New York civil state hospitals, remaining in continuous 


residence at the end of specified periods after admission 


a a ee 


END OF MALES FEMALES 
Third month 74.8 82.4 
Sixth month 70.3 77.9 
Ninth month 67.9 76.2 
First year 66.1 74.6 
Second year 33.3 29.0 
Third year 26.1 21.2 
Fourth year 20.5 15.1 


18.6 


12.3 


Fifth year 


that period two-thirds of the males were 
still continuously on the books. ‘The rate 
of discharge increased by 70% during the 
second year, and as a result only a third 
of the male cohort remained on the books 
at the end of that period. At the end of 
the fifth year 18.6% of the male cohort were 
still on the books. 

The female cohort decreased less rapidly 
than the male during the first year of hos- 
pitalization. Whereas males decreased by 
a fourth during the first three months, 
females decreased by less than a fifth. At 
the end of the first year males had decreased 
by a third, but females had decreased by 
only a fourth. During the second year, 
however, the discharge rate of females in- 
creased so rapidly that only 29.0% of the 
female cohort remained on the books at the 
end of that period, compared with 33.3% 
of the males. At the end of the fifth year 


duration of their residence was 22.2 months, 
compared with 17.9 months for the males. 

Of the male cohort of 1909-10, 19.2% 
were still on the books after five years. This 
included a small number of readmissions. 
On a similar basis, 21.6% of the recent 
cohort were still on the books at the end 
of five years. For females the corresponding 
percentages were 23.7 and 19.7 respectively. 


SUMMARY 


The preceding study of discharges and 
mortality may now be summarized. The 
analysis was based upon five successive 
annual cohorts of first admissions with alco- 
holic psychoses to the New York civil state 
hospitals. The first cohort was admitted 
during the fiscal year ended March 31, 
1944, Each member of the cohort was fol- 
lowed for exactly five years from the date 
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of admission. The fifth cohort was admitted 
during the fiscal year ended March 31, 1948, 
As the closing date for periods of hospital 
exposure was March 31, 1949 the members 
of this cohort could be observed for a uni- 
form period of only one year. Rates of 
discharge and mortality based upon these 
cohorts are therefore averages derived from 
those cohorts which were under observation 
during specified periods, 

The five cohorts included a total of 3,329 
first admissions, of whom 2,497 were males, 
832 females. Of the males 65.6% were dis- 
charged from the books within five years 
after admission. More than half were dis- 
charged during the first two years. Of the 
female cohorts 70.0% were discharged from 
the books within five years. Unlike the 
males, among whom the percentages of dis- 
charge were about equal during the first 
and second years, females showed a pre- 
dominant rate during the second year after 
admission, 

During the first three months of hos- 
pitalization males were discharged at the 
annual rate of 889.2 per 1,000. The rate 
dropped rapidly during the remainder of 
the year, averaged 281.7 for the first year, 
but increased during the second year to 
471.8. The rate of discharge decreased to 
a minimum of 39.2 during the fifth year. 
The female cohorts had lower rates of dis- 
charge than males during the first year, be- 
ginning with 545.3 during the first three 
months and averaging 189.4 for the first 
year. The rate rose, however, to 589.3 dur- 
ing the second year, and then decreased to 
a minimum of 62.5 during the fifth year. 
The latter may be compared with the corre- 
sponding rate of 39.2 for males. 

Compared with a corresponding cohort of 
males admitted during 1909-10 there was 
no significant difference. At the end of the 

fifth year the percentages discharged were 
65.6 and 65.8 for the current and earlier 
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cohorts respectively. Among females, 
the contrary, the results were more favorab 
for the current cohorts. By the end of d 
fifth year the corresponding percenta 
were 70.0 and 51.5 respectively. 

Among the current group of coho 
57.6% were discharged with some degr 
of improvement within two years after 
mission, compared with 49.4% of a coha 
dating back to 1909-10. However, this i 
provement can be attributed only to 
males. Of the current cohort 59.4% 
discharged within two years as recovered 
improved, compared with only 42.0% 
the earlier female cohort. 


Mortality was relatively low. Only 11.1 
of the male cohorts died within five yea 
after admission. More than half the me 
tality occurred during the first year. 
heaviest mortality occurred during the fits 
three months, with a corresponding annu 
rate of 183.5 per 1,000 exposures. The ral 
declined during subsequent periods. 
OF the female cohorts 9.7% died wi 
five years after admission. Almost : 
fourths of the deaths occurred during tl 
first year. The rates per 1,000 annual € 
posures dropped from a maximum of 200: 
during the first three months to 22.4 d 
the fourth year. There were no deaths dui 
ing the fifth year. 
The male cohorts did not differ signif 
cantly in mortality when current experien 
is compared with that of four decadé 
earlier. Females, however, showed very sij 
nificant differences. Thus only 9.7% of th 
current female cohorts died within five yea 
after hospitalization, compared with 22.29 
of the earlier cohort. Part of the decrea! 
in mortality must be attributed to newe 
methods of therapy. There is reason to bi 
lieve in addition that the earlier femal 
cohort included relatively poorer physic 
types. 


Since rates of discharge and mortality 
did not differ greatly among the current 
and early male cohorts, the percentages re- 
maining on the books (including readmis- 
sions) did not differ significantly after five 
years. They were 21.6 and 19.2 for the 
current and earlier cohorts respectively. For 
females, however, the difference was notice- 
able. Of the current female cohorts only 
19.7% were on the books after five years, 
compared with 23.7% of the earlier cohort. 


PART IV. PSYCHOSES WITH 
CEREBRAL ARTERIOSCLEROSIS 


In 1920 there were 6,573 first admissions 
to the New York civil state hospitals, repre- 
senting a rate of 63.3 per 100,000 general 
population. Since then there has been a 
great increase in first admissions. In 1950, 
for example, there were 16,012 first admis- 
sions, or 107.1 per 100,000 population. This 
increase was due principally to a steady 
growth in the relative number of first ad- 
missions of advanced age—for example, at 
age 60 or over. In 1920 first admissions 
aged 60 or over represented 19.6% of all 
first admissions. In 1950 they represented 
39.8%. The rate of first admissions at age 
60 or over increased from 160.0 per 100,000 
population in 1920 to 326.5 in 1950. 
This increase of the aged was associated 
in large part with a growth of first admis- 
sions with psychoses with cerebral arterio- 
sclerosis. In 1920 there were only 513 such 
first admissions to the New York civil state 
hospitals. This was 7.8% of the total first 
admissions, a rate of 4.9 per 100,000 popula- 
tion. In 1950, however, there were 3,379 
such first admissions, 21.1% of the total and 
a rate of 22.9 per 100,000 population. Psy- 
choses with cerebral arteriosclerosis now 
constitute the second largest group of first 
admissions, second only to dementia prae- 
cox. Rates of discharge and mortality in 
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such a group must therefore determine in 
large part what happens, on the average, to 
the populations of mental hospitals. 

This study is devoted to an analysis of 
discharges and mortality among five cohorts 
of first admissions with psychoses with cere- 
bral arteriosclerosis to the New York civil 
state hospitals. The first cohort was ad- 
mitted during the fiscal year 1943-44 and 
each member of the cohort was followed 
with respect to hospitalization for five years 
from the date of admission. The second 
cohort was admitted during the fiscal year 
1944-45. The closing date for the period of 
hospital exposure was the same for cach 
cohort. Therefore each member of the 
second cohort was followed for a period of 
only four years. Similarly, the last cohort, 
that of 1947-48, was followed for only a 
year. The five cohorts totaled 14,370 first 
admissions, as shown in Table IX. 

The age distribution of these cohorts is 
shown in Table X. They increased from 
less than 200 among those under age 50 to 
2,963 among those aged 70 to 74 and de- 
creased to 1,883 among those aged 80 or 
over. Of more significance is the fact that 
as age at first admission increases first 
admissions with psychoses with cerebral 
arteriosclerosis constitute an increasing per- 
centage of all first admissions. At ages 50 
to 54, for example, first admissions with 
psychoses with cerebral arteriosclerosis rep- 
resented 8% of the total first admissions 
at this age. This increased steadily to 60% 
at ages 65 to 69. The percentage dropped 
to 40 beyond age 70 because of the great 
growth of the senile psychoses among those 
of very advanced age. Since age has an 
important relation to rates of discharge 
and mortality, the upward trend in the 
percentage of such admissions is of great 
significance. 7 

Table XI shows the average percentages 
of the total cohorts of first admissions with 
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TABLE IX 


First admissions with psychoses with cerebral arteriosclerosis 


to New York civil state hospitals, 


fiscal years 1943-44 to 1947-48 inclusive 


FISCAL YEAR MALES 
1943-1944 1,540 
1944-1945 1,410 
1945-1946 1,380 
1946-1947 1,372 
1947-1948 1,569 
Total 7,271 


FEMALES TOTAL 
1,550 3,090 
1,392 2,802 
1,389 2,769 
1,389 2,761 
1,379 2,948 
7,099 14,370 


psychoses with cerebral arteriosclerosis who 
were discharged within successive periods 
after admission. Each of the cohorts was 
followed through the first year of hospital- 
ization and therefore entered into the his- 
tory of discharges during that period. Only 


TABLE X 


four cohorts were followed, however, for 
four years, the cohort of 1947-48 having 
been admitted only a year prior to the clos 
ing date of observation. Therefore the rates 
for the second year after admission were 
based upon the experience of the four co- 


First admissions with psychoses with cerebral arteriosclerosis 


to New York civil state hospitals, 


fiscal years 1943-44 to 1947-48 inclusive, classified according to age 
Peewee eee ee a 


NUMBER PERCENT 
UON led 
AGE (years) Males Females Total Males Females Total 
E e CA ee i ces A O 
Under 50 62 126 188 0.9 1.8 13 
50-54 240 303 543 3.3 4.3 3.8 
55-59 640 593 1,233 8.8 8.4 8.6 
60-64 1,229 1,100 2,329 16.9 15.4 16.2 
65-69 1,519 1,405 2,924 20.9 19.8 20.3 
70-74 1,507 1,456 2,963 20.7 20.5 20.6 
75-79 1,129 1,130 2,259 15.5 15.9 15.7 
80 or over 920 963 1,883 12.7 13.6 13.1 
Unascertained 25 23 48 0.3 0.3 03 
pal 3% 
Total 7,271 7 14,370 100.0 100.0 100.0 


horts who were exposed during that period. 
Finally, only the cohort of 1943-44 was fol- 
lowed for five years. Therefore the percent 
and rate of discharge during the fifth year 
were derived from the experience of this 
cohort. 

Of the members of the male cohorts with 
psychoses with cerebral arteriosclerosis an 
average of only 15.6%, were discharged 
within five years after admission, compared 
with 42% of all first admissions. A little 
more than a fourth of the discharges took 
place during the first year, the majority of 
the discharges within this period having 
occurred during the first three months after 
admission.- The largest number of dis- 
charges occurred during the second year, 
representing 8.8% of the male first admis- 
sions. Thus, almost 90% of all discharges 
among male first admissions with psychoses 
with cerebral arteriosclerosis occurred 
within two years after hospitalization. At 
least 70% of those discharged after the first 
year were placed in convalescent care dur- 
ing the first year after admission. It may be 
assumed, therefore, that from 10 to 12% 
left the hospitals during the first year, either 

by direct discharge or by placement in con- 
valescent care. This is about a third of the 
corresponding percentage for all first admis- 
sions. 

Of the female first admissions 2.8% were 
discharged within three months after ad- 
mission. Discharges dropped rapidly dur- 
ing the remainder of the first year so that 
the percentage grew to only 4.2 for the en- 
tire first year. This was less than the cor- 
responding percentage for males. During 
the second year, however, discharges in- 
creased more rapidly among females, 11.2% 
of the female cohorts being discharged dur- 
ing this period, compared with 8.8% of the 
males. Discharges were few after the second 
year. By the end of the fifth year they 
amounted to 17.2% of the female admis- 
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sions, compared with 15.6% of the males. 
The former may be compared with a cor- 
responding percentage of 43.5 for all female 
first admissions. As with males, about 70% 
discharged from the books after the first 
year were placed in convalescent care during 
the first year. Therefore approximately 
13% of the female cohorts left the hospitals 
within a year after admission, a slightly 
higher percentage than the corresponding 
estimated percentage for males. 

A similar study was made of a cohort of 
male first admissions with psychoses with 
cerebral arteriosclerosis admitted to the 
New York civil state hospitals during 1909- 
10 (1). By the end of the first year after ad- 
mission 13.5% of this cohort had been dis- 
charged, compared with only 4.7% of the 
current cohorts. The contrast arose pri- 
marily from different interpretations of the 
use of time in convalescent care. By the 
end of the second year, however, the cumu- 
lative totals of discharge were largely equiv- 
alent and represented practically all dis- 
charges, whether directly from the hospitals 
or from convalescent care. We then find 
that 15.2% of the early male cohort was 
discharged within two years after admission, 
compared with 13.5% of the current co- 
horts. At the end of the fifth year the per- 
centages discharged from the books were 
15.6 and 17.5 for the current and early male 
cohorts respectively. Though the differ- 
ences may not be significant statistically, 
they imply that present rates of discharge 
among male first admissions with psychoses 
with cerebral arteriosclerosis show no im- 
provement over those of an earlier genera- 
tion. 

The results were more favorable for the 
current female cohorts. Of this group 
15.4% were discharged within two years 
after admission, compared with 11.5% of a 
cohort of females admitted during 1909- 
10 (2). By the end of the fifth year the dis- 
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parity had increased to 17.2% for the cur- 
rent and 12.3% for the early cohorts. 

The preceding percentages are not equiv- 
alent to rates or probabilities of discharge. 
The latter are obtained by relating the dis- 
charges within each period not to the total 
first admissions but to those subject to the 
chance of discharge during such period. 
On this basis (see Table XI) the male co- 


TABLE XI 


a minimum of 5.4 per 1,000 exposures dur 
ing the fifth year. 

Females had a lower average discharge 
rate than males during the first year. They 
began with a rate of 152.0 per 1,000 annual 
exposures during the first three months 
after admission, but decreased to an average 
rate of 56.1 for the entire first year. The 
rate rose to 268.0 during the second year, 


First admissions with psychoses with cerebral arteriosclerosis 


to New York civil state hospitals 


discharged during specified periods after admission, 
classified according to percentage and rate 


EN Dsl Sys ss eS a ee I eS S 


MALES 

Cumula- 
PERIOD OF Per- tive 

HOSPITALIZATION cent percent 
First three months 3.2 3.2 
Second three months 0.6 3.8 
Third three months 0.5 4.3 
Fourth three months 0.4 4.7 
First year 4.7 4.7 
Second year 8.8 13.5 
Third year 1.2 14.7 
Fourth year 0.8 15.5 
Fifth year 0.1 15.6 


FEMALES 
5 eto o o 
Rate per Cumula- Rate per 
1,000 Per- tive 1,000 
exposures * cent percent exposures* 
184.1 2.8 2.8 152.0 
39.6 0.6 3.4 43.3 
35.7 0.3 8.7 o 
33.4 0.5 4.2 43.6 
62.9 4.2 4.2 56.1 
231.4 11.2 15.4 268.0 
57.5 1.3 16.7 57.0 
54.8 0.4 17.1 25.7 
5.4 0.1 17.2 9.2 


8 eS ee RS ee 


* On an annual basis. 


horts had a discharge rate of 184.1 per 1,000 
annual exposures during the first three 
months after admission. The rate decreased 
rapidly during the remainder of the first 
year and averaged 62.9 for that period. The 
rate rose to 231.4 during the second year in 
consequence of the expiration of convales- 
cent care. There were few discharges after 
the second year and the rate culminated in 


124 


compared to 231.4 for males, It then de 
creased, reaching a minimum of 9.2 during 
the fifth year. 

Comparison may be made with the C0 
horts of 1909-10 (3). Comparability may be 
obtained by considering the rates of dis 
charge during the first two years following 
hospitalization. Among males such dis 
charge rates were 198.4 per 1,000 for the 
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current cohort, but 212.1 for the early co- 
hort. On the other hand, the current fe- 
male cohorts had a discharge rate of 634.9, 
compared with 565.9 for the early cohort. 
It was shown that discharges, relatively 
high during the first three months after ad- 
mission, decreased during the remainder of 
the first year, then rose to a maximum dur- 
ing the second year. Table XII shows that 
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the rate of discharge is correlated inversely 
with the age of first admission, so that 
within each period of hospitalization the 
rate of discharge declines with advancing 
age. Among males the rate of discharge 
during the first three months was highest 
for those aged less than 50 years at time of 
admission (491.1 per 1,000 annual expo- 
sures). With advancing age at admission 


Rates of discharge * among first admissions with psychoses 
with cerebral arteriosclerosis to New York civil state hospitals 


during specified periods after admission, 
classified according to age at first admission 


AGE AT Ist 2nd 3rd 4th 
three three three three 
FIRST 
mos.+ mos. mos. mos. 
ADMISSION 
(years) 
Under 50 491.1 - = 
50-5 193.8 77.0 - 31.3 
55-59 289.0 69.5 55.2 23.8 
60-64 158.4 55.9 61.4 30.5 
65-69 206.3 13.2 29.3 53.6 
70-74 183.0 44.4 22.2 24.9 
15-79 133.6 44.4 42.8 9.8 
80 or over 128.6 63.2 12.8 58.7 
Under 50 40.1 ik T 
50-54 114.2 95.7 63.6 90.8 
55-59 162.7 29.8 21.5 58.0 
60-64 169.4 17.4 25.0 66.3 
65-69 174.0 23.1 20.2 54.5 
70-74 181.0 53.6 22.1 18.1 
75-79 132.2 61.8 32.4 27.8 
80 or over 96.2 75.4 29.9 22.7 


Ist 2nd 3rd 4th 5th 
year year year year year 

MALES 

117.6 448.3 80.0 181.8 - 
68.6 248.4 72.3 - - 
97.8 299.4 117.1 113.2 - 
66.1 256.6 60.0 63.9 = 
66.3 252.7 56.4 52.2 - 
59.0 195.9 50.3 - - 
45.9 151.2 37.9 40.4 - 
46.2 176.3 - 133.3 - 

FEMALES 

10.0 $90.2 85.1 105.3 - 
77.1 $60.3 71.4 - 87.0 
60.4 301.4 93.9 47.6 - 
59.7 352.4 106.4 10.9 = 
59.4 300.4 66.8 27.6 - 
59.7 213.4 36.6 8.9 22.2 
51.4 147.5 8.4 59.4 - 
43.4 184.3 - 27.0 - 


Se ou kee ieee oe ee eS ee 


* Per 1,000 annual exposures 
tOn an annual basis 
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the rates fluctuated somewhat, but in gen- those aged less than 50 to minima of 1475 
eral the trend was downward and the rates among those aged 75 to 79 and 1845 
reached minima beyond 75 years of age. among those aged 80 or over. 
The trend was more regular during the The condition of the patients at the time 
first year after admission, and the rates of discharge is given in Table XIII. It 
decreased steadily to minima at the older was shown that 90% of the discharges oc — 
ages. The same trend occurred among curred during the first two years after ad- 
those discharged during later periods of mission to the hospitals. This is therefore 
hospitalization. the crucial period. Of 11,422 first admis 
During the first three months the rate of sions with psychoses with cerebral arterio- 
discharge increased among females between sclerosis (representing the first four cohorts) 
the ages of 55 and 74. This may have 3.3% were discharged as recovered within 
been fortuitous, however, and if one con- two years after admission, 5.4% as much 
siders the larger groups of discharges dur- improved and 4.7% as improved. A total 
ing the entire first year the rates of dis- of 13.4% were therefore discharged with 
charge repeated the inverse relation with some degree of improvement. ‘Total per 
respect to age at first admission and de- centages of improvement were 14.2 and 
clined to a minimum among the older 12.4 for females and males respectively. 
groups. This is seen even more clearly These may be compared with correspond- 
among those discharged during the second ing statistics for the cohort of first admis 
year after admission, the rates of discharge sions during 1909-10 (8). There was little 
declining from a maximum of 390.2 among difference among males, all degrees of im 


TABLE XIII 

Discharges among first admissions with psychoses with cerebral arteriosclerosis 
to New York civil state hospitals, fiscal years 1943-44 to 194647 inclusive,» 
within two years after admission, classified according to condition at discharge 


a a a 


MALES FEMALES TOTAL 
a Ae NS hr EA T ~- 
Percent Percent Percent Percent Percent Percent 
CONDITION of total of first of total of first of total of first 
AT dis- ad- dis- ad- dis- ad- 
DISCHARGE Number charges missions Number charges missions Number charges missions 
BODE SAE aT at CY N N ee ~ 
Recovered 166 21.2 2.9 2128.7 3.7 877 «22.5 3.8 
Much improved 294 (87.5 5.2 318 35.7 5.6 612 36.6 5.4 
Improved 252 $2.1 4.4 282 31.7 4.9 534 31.9 4.7 
Unimproved 72 9.2 1.3 79 8.9 1.4 151 9.0 1.3, 
Total discharges 784 100.0 18.7 89 100.0 15.6 1674 100.0 14.7 
p 
Total first 
admissions 5,702 - - 5,720 = = 11,422 = ra 
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provement averaging 12.4% for the current 
male cohort, compared with 11.9% for the 
early cohort. In the case of the females, 
corresponding percentages were 14.2 and 
9.5 respectively. Thus, though the early 
cohort of males had a slightly higher dis- 
charge rate than the current males, the 


“latter showed a slightly higher percentage 


The differences cannot 
be considered significant. In the case of 
females, however, the current cohorts 
showed more favorable results with respect 
both to rates of discharge and percentage 
of improvement. It is probable that fe- 
male first admissions of advanced age are 
better able to respond to treatment than 
males of corresponding age, because of con- 
stitutional differences favoring the former. 


of improvement. 


MORTALITY 


Of the male cohorts representing all first 
admissions during the fiscal years 1943-44 
to 1947-48 inclusive, 39.0% died within five 
years after admission to the hospitals. As 
might have been anticipated, mortality was 
much higher among the male cohorts with 
psychoses with cerebral arteriosclerosis. Of 
the latter cohorts 72.1% died within five 
years. The mortality was heaviest during 
the first three months, 34.0% of the first 


_ admissions dying within this interval. Mor- 


tality declined after this period, and totaled 
51.7%, of the total admissions for the first 
year of hospitalization. Only 20% of the 
first admissions died during the succeeding 
four years. 

Mortality was almost as heavy among 
females with psychoses with cerebral arteri- 
osclerosis, 70% dying within five years after 
admission, compared with 36.0% of all first 
admissions. The majority of the deaths 
occurred during the first year after admis- 
sion, almost two-thirds of these during the 
first three months. 


Cohort Studies 


MALZBERG 


The relatively small percentages of deaths 
after the first three months create the illu- 
sion that death rates were correspondingly 
low. However, when the deaths during 
each period are related to the correspond- 
ing populations at risk, we find that the 
probability of death was highest during the 
first three months after admission but that 
it remained relatively high throughout the 
five years. Among males the rate was unity 
during the first three months, meaning that 
the entire cohort would have died in less 
than a year after hospitalization had the 
death rate continued throughout the year. 
The rate declined subsequently to 351.7 
per 1,000 annual exposures during the final 
quarter of the first year and averaged 529.6 
for the entire year. The mortality rate 
decreased to 226.9 per 1,000 during the sec- 
ond year and to approximately 210 during 
the fourth and fifth years. 

The female cohort also died at an annual 
rate of unity during the first three months 
after admission. The rate decreased to 
304.4 during the fourth quarter and aver- 
aged 500.3 for the first year of hospitaliza- 
tion. The rate decreased to 225.4 during 
the second year and toa slightly lower level 
during the remaining years. These rates 
are shown in Table XIV. 

Rates of mortality among these cohorts 
did not show any improvement over those 
of the cohort of 1909-1 0. Among the latter, 
the mortality within five years after admis- 
sion represented 67.8% of the total male 
admissions (5). The corresponding percent- 
age for the current cohort was 72.1. In 
each period following admission the cur- 
rent male cohorts had relatively more mor- 
tality. Within three months after admis- 
sion they had lost 34.0% through mortality, 
compared with 24.8%, of the early male 
By the end of the first year the 
the early 


cohort. 
current cohort had lost 51.7%, 
cohort 46.5%. 
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The current and early female cohorts 
ended with equal percentages of mortal- 
ity (5). By the end of the fourth year after 
admission each cohort had lost 66.8% of the 
original admissions, as a result of mortality. 
At the end of the fifth year the percentages 
were 70.0 and 70.3 for the current and 
early female cohorts respectively. The final 
equality of mortality was due to the fact 
that the early cohort suffered relatively 
more deaths after the first year of hospital- 
ization. Within three months after admis- 
sion the percentages dying were 31.7 and 
20.8 for the current and early cohorts re- 
spectively, At the end of the first year they 
were 49.0 and 40.7 respectively. During 
the remaining four years, however, 21%, 
of the current cohort died, compared with 
a mortality of almost 30%, among the early 
cohort. 


TABLE XIV 


The differential mortality may be de 
scribed still further on the basis of rates 
For this purpose the mortality during the 
two years following hospitalization is aw 
cial, During this period the current male 
cohorts had a higher rate than the male 
cohort of 1909-10, the rates being 658.9 and 
616.8 respectively. For females the compar 
able rates were 634.9 and 565.9 respectively. 
It thus appears that male cohorts with psy: 
choses with cerebral arteriosclerosis do not 
compare favorably with a similar cohort 
admitted to the New York civil state hos 
pitals 35 to 40 years earlier. Rates of dis 
charge were lower for the current cohort 
mortality slightly higher. These unfavor 
able comparisons resulted despite additions 
to the modern armamentarium of therapies. 
Females also showed no improvement with 
respect to mortality over this long period. 


First admissions with psychoses with cerebral arteriosclerosis 
to New York civil state hospitals dying during specified periods after admission, 
classified according to percentage and rate 


Sg Am E 


MALES FEMALES 
a Aa SR NE LS I 
Cumula- Rate per Cumula- Rate per 
PERIOD OF Per- tive 1,000 Per- tive 1,000 


HOSPITALIZATION cent percent exposures * cent percent exposures * 


Second three months 8.2 42.2 
Third three months 5.8 47.5 
Fourth three months 4.2 51.7 
First year 51.7 51.7 
Second year 8.6 60.3 
Third year 5.4 65.7 
Fourth year 3.6 69.3 
Fifth year 2.8 72.1 


31.7 31.7 (1,000.0) 
528.8 8.1 39.8 499.0 
394.7 5.8 45.1 377.6 
351.7 3.9 49.0 304.4 
529.6 49.0 49.0 500.3 
226.9 9.2 58.2 225.4 
227.4 4.9 63.1 193.8 
209.2 ay 66.8 195.1 


211.3 3.2 70.0 202.4 
* On an annual basis. 
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£ Xv 


Ist 
three 


most 


(1000.0) 
(1000.0) 
(1000.0) 
(1000.0) 
(1000.0) 
(1000.0) 
(1000.0) 
(1000.0) 


50 959.1 
889.3 
999.4 

(1000.0) 

(1000.0) 

(1000.0) 

(1000.0) 

(1000.0) 


an annual basis 


i hissy,» of the early cohort. 


2nd 
three 
mos+ 


487.8 
360.6 
413.0 
369.1 
444.7 
624.9 
691.2 
772.0 


463.2 
425.4 
290.1 
373.6 
451.1 
550.8 
650.6 
688.5 


1,000 annual exposures 


only favorable comparison arose among 
es with respect to discharge. 17% 


of 


"There was 
} some increase in the percentages of 


3rd 
three 
mos.t 


111.1 
450.3 
331.9 
296.2 
386.6 
859.7 
480.0 
629.6 


190.4 
282.3 
284.1 
266.4 
307.5 
404.8 
553.4 
547.0 


; discharged after two years with 
some degree of improvement, 

“lo general, though, it must be concluded 
none of the differences is significant. 


ith 
three 
mos.t 


114.3 
210.3 
216.4 
287.9 
$27.4 
420.2 
450.2 
490.9 


800.0 
199.4 
265.4 
199.6 
274.9 
293.2 
453.4 
452.2 
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Compared with other groups of mental dis- 
orders, those with psychoses with cerebral 
arteriosclerosis do not show higher percent- 
ages of discharge or lower rates of mortality. 
This was true especially of the males. There 
is reason for speculation, therefore, as to 
whether those processes which in recent 
years have reduced the rates of mortality 
among the general population of advanced 
age have not coincidentally increased the 


es of mortality * among first admissions with psychoses 
cerebral arteriosclerosis to New York civil state hospitals 
ring specified periods after admission, 

sified according to age at first admission 


Ist 2nd 3rd 4th ' Sth 

year year year year year 
MALES 

372.9 85.1 80.0 181.8 an 
482.5 169.4 160.9 153.8 - 
419.5 157.7 161.9 76.9 153.8 
435.3 196.8 169.8 195.7 122.0 
482.3 201.2 204.4 178.9 200.0 
550.7 246.8 250.6 287.2 285.7 
622.0 274.9 344.0 236.4 363.6 
693.2 382.7 350.6 $83.6 500.0 

FEMALES 

406.4 96.2 200.0 105.3 250.0 
385.0 194.3 137.9 281.3 240.0 
392.4 179.0 137.6 93.0 233.38 
427.4 154.2 158.0 103.6 191.4 
453.9 193.3 180.3 163.1 127.3 
517.0 238.0 189.9 264.6 126.3 
601.2 $25.0 288.8 265.4 344.8 
621.0 361.1 284.8 282.4 357.1 
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rate of first admissions with psychoses with 
cerebral arteriosclerosis and whether they 
have not also resulted in a selection among 
the latter of types who perhaps are not the 
physical equals of their predecessors of sim- 


Of the male cohorts 62.8%, were leit a 
the books after three months of continues 
residence. The reduction of more thasa 
third resulted primarily from deaths. Lg 
than half the cohort remained at the ef 


ilar age. of the first year. By the end of the 


TABLE XVI 


Percent of first admissions with psychoses with cerebral arteriosclerosis 
to New York civil state hospitals, remaining in continuous residence 


at end of specified periods after admission F 
END OF MALES rm 
Third month 62.8 65.6 
Sixth month 58.9 56.9 
Ninth month 48.2 ; 51.2 
First year 43.6 46.8 
Second year 24.9 i 25.9 
Third year 17.7 19.7 > 
Fourth year 13.3 14.9 
Fifth year 10.4 12.4 


ES Ss EE 


Table XV shows the rates of mortality dur- 
ing specified periods after admission in re- 
lation to age at first admission. Among 
males the rate of mortality rose during the 
first year of hospitalization from 372.9 
among those aged less than 50 to a maxi- 
mum of 693.2 among those aged 80 or over. 

Among females the rate of mortality in- 
creased during the first year of hospitaliza- 
tion from approximately 400 per 1,000 an- 
nual exposures among those admitted at 
ages under 60 to a maximum of over 600 
among the oldest age groups. Similar 
trends occurred during the other periods 
of hospitalization. 

Thus, even in groups of first admissions 
with a limited age range, the rates of mor- 
tality again increased directly with corre- 
sponding increases of age at first admission. 
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year only 10.4% were still on the books 
Among females the percentages remaining 
at the close of specified periods exceeded the 
corresponding percentages for males, Pi 
marily because of lesser mortality. Two 
thirds of the females were on the 
after three months, less than half at the 
end of the first year. After five years 12.4% 
of the females were still on the books, com 
pared with 10.4% of the males, as show? 
in Table XVI. 
The median duration of hospital res* 
dence (time on the books) was 9.8 month 
for the females, 8.1 months for the males- 
Comparisons may be made with the © 
hort of 1909-10 (7). O£ the males 10.8% 1° 
mained on the books after five years. This 
includes those re-admitted to the hospital 
during the five years. The comparable per 


tage for the current male cohort was 

1A. For the two sets of female cohorts 

corresponding percentages were 14.0 
13.3 respectively. 


MMARY 


"This study of rates of discharge and mor- 
tality among first admissions with psychoses 
with cerebral arteriosclerosis was based 
upon a series of five consecutive annual co- 
horts of such admissions to the New York 
civil state hospitals. The first cohort was 
admitted during fiscal year 1943-44. The 
fifth cohort was admitted during fiscal year 
1917-48. The closing date of observation 
for each cohort was March 31, 1949. Each 
member of the first cohort was observed 
from the date of admission for a period of 

five years, ending upon a date within the 
year ended March 31, 1949, The maxi- 

mum period of observation for the next 

‘cohort was a year less than the period for 

_the preceding cohort. The members of the 

final cohort were each observed for a year. 
Since the periods of exposure differed, the 

» rates of discharge and mortality were aver- 

aged in accordance with the population at 

F Tisk during the specified periods after admis- 

= Son. 

The five cohorts included a total of 14,870 
first admissions with psychoses with cerebral 
arteriosclerosis, 7,271 males and 7,099 fe- 
males. Of the males 15.6% were discharged 
x from the books during the five years follow- 
ing admission. Approximately 90% of the 
= discharges occurred during the first two 
{ years. The rate of discharge was 184.1 per 
1,000 annual exposures during the first 
three months of hospitalization. The rate 

_ decreased sharply during the remainder of 
the first year and averaged 62.9 for that 

‘period. The rate rose to a maximum of 

231.4 during the second year, then declined 

_ to 5.4 during the fifth year. 

> 
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The picture was essentially the same for 
females. The total discharges during five 
years amounted to 17.2% of the total fe 
male cohorts. The majority of the dis 
charges occurred during the second year. 
The rate of discharge was 152.0 per 1,000 


pared with 15.2% of the early cohort. At 
the end of the fifth year the corresponding 
percentages were 15.6 and 17.5. The com- 
parisons for females were more favorable. 
‘At the end of two years 15.4% of the cur- 
rent cohorts had been discharged, compared 
with 11.5% of the early cohort. At the end 
of the fifth year the percentages were 17.2 
and 12.3 respectively. 

Comparisons with respect to condition at 
discharge lead to similar conclusions. Thus 
12.4% of the current cohorts were dis- 
charged as improved or recovered within 
two years after admission, compared with 
11.9% of the early cohort. The difference 
is not significant. Among females, how- 
ever, the corresponding percentages were 
14.2 and 9.5. 

Mortality was heavy. Half the cohorts 
died within a year after admission. Mor- 
tality was greatest during the first three 
months, a third of the cohorts dying during 
this period. Death rates decreased during 
the remainder of the first year, the males 
averaging 529.6 per 1,000 exposures, the fe- 
males 500.3. The rates decreased after the 
first year. 

There was little improvement in rates of 
mortality, compared with the experience of 
the cohort of 1909-10. Among the males 
the total mortality increased from 67.8% of 
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the early cohort to 72.1%, of the current 
cohort. In the case of the females 70% of 
both cohorts died within five years after 
hospitalization. In almost four decades, 
therefore, there had been no lowering of 
rates of mortality. 

There was a considerable reduction in 
the size of the cohorts within five years 
after hospitalization. Of the male cohort 
only 11.4% remained on the books at the 
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end of five years (including readmissions), 
For females the corresponding percentage 
was 13.3. In both cases the reduction was- 
due primarily to heavy mortality. Com- 
pared to the corresponding cohorts of 1909- 
10, there were no significant changes in this 

respect. Thus 10.8% of the early male co 
hort was still on the books after five years. 

For females the corresponding percentage 

was 14.0. | 
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DYNAMICS OF CASE WORK 
AND COUNSELING 


€ By Herbert H. Aptekar 


na 


New York, Houghton Mifflin Company, 1955. 243 p. 


This book will be read by many social 
workers because of its possible significance 
in bridging the gap between the two schools 
of social case work method which for too 
long has plagued the profession. It will 
interest other professions who may wonder 
about the genesis of the schism, the influ- 
ences of Freudian and Rankian psychology 
on social work and whether or not the differ- 
ences will ultimately be reconciled. The di- 
chotomy has been emphasized so frequently 
and relentlessly by leaders at the two ex- 
tremes of thought that emotion may have 
prevented practitioners on each side from 
making full use of the contributions from 
the other. This attempt by Herbert Aptekar 


_ tobring the two groups together, to heal the 


breach, is a worthy one. Like most people 
who attempt to find the middle of the road, 
Mr. Aptekar will probably be suspect to 
some on both sides. 

Mr. Aptekar naturally writes from his 
own frame of reference, his training at the 
Pennsylvania School of Social Work (where 
he also taught) and his years of experience, 
which seem to have been mostly in “func- 
ional” agencies. This book represents an 
earnest attempt to evaluate the contribu- 
tions of both schools. It expresses the hope 
that the time will soon come when social 
workers can no longer be referred to as 
functional or diagnostic because all will em- 
Phasize “the dynamic interrelation between 
diagnosis and the administration of a func- 
tion.” It proposes also that differences will 
be resolved through concentration on the 
dynamics of the relationship between the 


case worker or the counselor and the client. 
However, as one brought up in the diag- 
nostic tradition this reviewer senses, per- 
haps defensively, that Mr. Aptekar has not 
quite found the center of this happy meet- 
ing ground. The case illustrations are one 
clue to this. One example is that of the 
young boy whisked away to a military aca- 
demy on the basis of the case worker's 
diagnostic judgments. 

A great contribution of this book is the 
lucid manner in which the background and 
development of each methodology are pre- 
sented and the frank criticism of those to 
whom methodology became the god. That 
practitioners on either side could focus more 
on method than on the persons served is 
an indictment not to be dismissed lightly 
even though we see this manifestation in 
the growing pains of other professions too. 
This is often seen as a phase of learning, as 
indication of insecurity in the learner, but 
one that should pass and be absorbed early. 

While contributions of each school of so- 
cial work are discussed in this book, they 
seem somewhat obscured by comparative 
case illustrations which tend to stress the 
differences instead of the likenesses. The 
reader is reminded that each group uses the 
same tools—diagnosis, agency function and 
policies, time, money—but uses them differ- 
ently because of philosophical differences. 
A good summation of these points would 
have been most helpful. 

In the second half of the book Mr. 
Aptekar distinguishes between case work 
and counseling, relating the former to focus 
upon administration of services such as re- 
lief and foster home placement and the 
latter to focus upon problems of interper- 
sonal relations. To this reviewer this is a 
false distinction, growing in popularity, that 
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eventually will lead to the need to write 
books showing that case workers and coun- 
selors are brothers under the skin. Again 
the fundamental likenesses are great. The 
focus is determined, however, by the client, 
by his problem and by the function of the 
agency. Adaptations of interviewing follow 
in order to meet the need and concerns of 
the person with the problem, whether these 
be external or internalized. The skin spe- 
cialist knows about salves and how to lance 
a boil. Social case workers should be able 
to handle concrete needs and interpersonal 
needs with various kinds of treatments or 
therapies. Case work for many years has 
distinguished between service cases and non- 
service cases. Semantic changes seem to 
come with little rhyme or reason. Do we 
not complicate issues sometimes even as we 
attempt to simplify them? 

Mr. Aptekar expresses his ideas simply 
and directly, an advantage in propounding 
the complicated theses he discusses, The 
format of the book is especially pleasing. 
The reading lists for each chapter are com- 
prehensive and useful.—MADELINE Lay, 
New York City Community Mental Health 
Board 


A GUIDE TO PSYCHIATRIC BOOKS 
By Karl A, Menninger, M.D. 


New York, Grune & Stratton, 1956. 2nd rev. ed. 
157 p. 


This is the second edition of a valuable 
guide to literature on psychiatry and related 
subjects. It is an expanded bibliography 
on general psychiatry, specialized psychia- 
try, psychiatric therapies, preventive psy- 
chiatry and mental hygiene, Suggested 
reading lists for physicians and clergymen 
are also included. 

Of interest is the author's identification 
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of the criteria that guided him in his selec- 
tion of the books. This descriptive infor- 
mation is deeply appreciated, for through 
this indication of the factors considered in 
making the choices the reader is alerted to 
the nature of the publications he may ex- 
pect to find in this source. Such statements 
are helpful for they point out that the 
selections were based on clearly defined and 
predetermined standards. Comments of this 
type are not provided frequently enough 
to those who use bibliographies; when avail- 
able, they add to one’s appreciation of the 
reference source. 

The reading lists, especially prepared, 
Suggest two categories of books for physi- 
cians. One, for residents in psychiatric 
training, lists minimal or basic psychiatric 
references selected by the author. The 
other, for general practitioners, is prefaced 
by a very sound statement. In this intro- 
duction Dr. Menninger recognizes that the 
non-specialist will probably not read com- 
prehensively in the field of psychiatry and 
consequently will be unable to deal with 
the several conflicting psychiatric theories 
that are current. It is therefore suggested 
that the non-specialist doctor read at first 
the writings of only one person, varying 
his reading sources as time passes so that he 
may develop a broader understanding of 
psychiatry. Another suggested reading list 
is for counselors of all kinds, clergymen and 
others interested in the interrelationships 
of religion and psychiatry, 

The author acknowledges that there may 
be many errors in some of the factual in- 
formation regarding titles, publishers and 
dates of revisions of the books cited. ‘This 
reviewer has checked the publications of 
his organization and in each case found that 
the information has not been brought up 
to date. There have been changes in these 
publications since the original guide was 
prepared in 1950. These inaccuracies may 


cause some slight inconvenience to readers. 
The over-all value of the book is great. 
It should be used extensively by workers 
in mental health who need a guide to the 
books in their field. Every individual or 
organization that is consulted about psy- 
chiatric reading should have a copy of this 
revised edition—Epwarp LINZER, National 
Association for Mental Health 


PRENATAL AND PARANATAL FAC- 
TORS IN THE DEVELOPMENT OF 
CHILDHOOD BEHAVIOR DISORDERS 


By Martha E. Rogers, Abraham M. Lilien- 
feld, M.D., and Benjamin Pasamanick, M.D. 
Copenhagen, Ejnar Munksgaard, 1955. 157 p. 
(Supplement 102, Acta Psychiatrica et Neurologica 
Scandinavica) 


Previous investigations by one or more of 
the authors of the present study indicated 
that certain complications of pregnancy 
(ie., toxemias and bleeding), prematurity 
and neonatal abnormalities which are char- 
acteristically associated with abortions, still- 
births and neonatal deaths also occur with 
a statistically high incidence in children 
with cerebral palsy, epilepsy and mental de- 
ficiency. This has suggested, as a working 
hypothesis, a “continuum of reproductive 
casualty” ranging from fetal death to vary- 
ing degrees and manifestations of cerebral 
injury. The present study investigates this 
hypothesis as possibly including certain be- 
havior disorders in childhood. In other 
words, this is an attempt to determine the 
etiological importance of cerebral injury in 
relation to behavior disorders in childhood, 
particularly that related to noxious pre- 
natal and paranatal factors. 
Approximately 1,000 elementary school 
children in the Baltimore public schools 
reported by the school personnel for vary- 
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ing behavior problems were compared to an 
approximately similar number of suitably 
selected controls. The investigative method 
was essentially similar to the previous stud- 
ies and included a study of birth and hos- 
pital records satisfactorily handled for 
statistical validity. 

It might have been expected, since post- 
natal environmental factors would have a 
much greater influence on the causation of 
behavior disorders than they would in cere- 
bral palsy, epilepsy and mental deficiency, 
that the results in this study would be less 
conclusive than those found in the earlier 
studies. This proved to be the case. Among 
the white groups, when prematures were 
withdrawn no significant differences in fre- 
quency of prenatal and paranatal factors 
were found between cases and controls. 
Among the non-white groups, however, the 
full-term cases showed a slight but signifi- 
cant increase in these factors over the con- 
trols. Again, among the white groups— 
only in the case of a selected behavior dis- 
order, namely, hyperactive and/or confused, 
disorganized activity—was a significant in- 
crease in these factors found. In the non- 
white cases, the increase in these factors was 
significant for the total group of behavior 
abnormalities. 

In spite of the admitted weaknesses of 
this retrospective type of clinical investiga- 
tion and the failure of the data to be statis- 
tically valid in both groups studied, 1.2., 
white and non-white, the results of this 
study must be accepted as a signpost indi- 
cating a very strong possibility that in a 
number of children with certain types of 
behavior disorders cerebral damage due to 
prenatal or paranatal factors probably plays 
an etiological role. 

This study, together with the preceding 
investigations along this line, clearly em- 
phasizes the great need for continuing re- 
search on the etiology and prevention of 
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prenatal and paranatal complications of 
pregnancy, which undoubtedly are a major 
cause of cerebral maldevelopment and in- 
jury in children—HeErman Yannet, M.D., 
Southbury Training School, Conn. 


THE EMOTIONALLY 
DISTURBED CHILD 
By Margaret Wilson Gerard, M.D. 


New York, Child Welfare League of America, 1956, 
168 p. 


This is a posthumous publication of the 
major papers of this well known Chicago 
child psychiatrist and psychoanalyst. 

The foreword, a brief but fine presenta- 
tion of the highlights of Dr. Gerard’s pro- 
fessional life, was written by Dr. Helen 
Ross, administrative director of the Chicago 
Institute for Psychoanalysis, who was for 
years her close friend and associate. 

The papers themselves, covering 168 
pages, are arranged systematically from the 
more general and developmental presenta- 
tions to the discussions of the dynamics of 
various special pathologies and their treat- 
ment. The ideas and presentations are 
well known to Dr, Gerard’s former students 
in various social agencies and at the Chi- 
cago Institute for Psychoanalysis, as well as 
to their faculties. But they are here for the 
first time brought together in a much- 
needed way, under one cover. 

As a former student, re-reading the work, 
the reviewer is impressed again with the 
simplicity and completeness of her style as 
well as the brilliance and freshness of her 
contributions. Each chapter brings home a 
salient, important new idea which she or 
her group contributed. These are worth 
summarizing briefly: 

The opening chapter reviews the con- 
tributions of child analysis to the under- 
standing of child care and child develop- 
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ment, particularly from the point of view 
of the adaptedness or maladeptedness (for 
the child) of various forms of child-rearing 
procedures and misadventures. The dis- 
cussion of etiology deals with the role of 
trauma, conflict, stage of development and 
constitution. The problems of the oral 
period, training period, sexual period and 
latency are discussed. Psychoanalytic treat- 
ment is discussed at the end, as well as pre- 
vention, 

The second paper is on the prevention of 
separation trauma in child placement and 
stresses the use of the understanding of 
Anna Freud obtained at the beginning of 
World War II in its applications to social 
work. This knowledge—now an almost 
standard part of the teaching in most social 
work schools and agencies—was first stressed 
for its importance and practical applications 
by Dr. Gerard and others (such as Helen 
Ross, Irene Josselyn and George Mohr in 
Chicago). This knowledge is also in part 
responsible for the shift from the use of 
many different foster homes for any child 
in placement (because even the best foster 
homes could not accept the child with 
severe problems) to the use, for the most 
difficult child, of special small cottage-like 
intensive treatment or group home facilities 
and institutions, 

The third chapter, “The Disturbed 
Child,” reiterates that all children, like all 
adults, have some emotional problems 
which special thinking or help could bene- 
fit. But it stresses the importance, in help- 
ing children, of evaluating individual needs 
and capacities, rather than of being con- 
cerned primarily with labeling or classify- 
ing neuroticisms, 

Many of the chapters are composed of 
Papers now regarded as classical contribu- 
tions and presentations, particularly the 
three on enuresis, The first summarizes 
previous attitudes to this condition and 
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then tells of Dr. Gerard’s analysis of six 
such children. Her conclusions present the 
dynamics of two enuretic groups more sim- 
ply and effectively than one finds elsewhere. 
The boys used enuresis as a passive retreat, 
out of fear of their mothers. The girls, the 
more easily reacted group, used enuresis to 
express unconscious aggressiveness in de- 
fense against their fears of males. The 
second paper on enuresis gives the detailed 
treatment of Nancy, a 7-year-old. The last 
paper on this subject is a fuller elaboration 
of case material and the dynamics of the 
problem. 

OF special interest to those working with 
the sickest children, the autistic or schizoid, 
is the paper on modification of treatment 
with one such boy. Admirably presented 
here is the necessity for attempting to find 
new ways to impinge on the child or to 
“reach out,” by every available sustained 
means, to such children in their withdrawn 
or confused states. Also pointed up is the 
necessity for even attempting to penetrate 
through the hazy states into which these 
children withdraw. Work at the Ortho- 
genic School of Dr. „Bettelheim supports 
this approach. 

The paper on the genesis of psychoso- 
matic symptoms in infancy was a first re- 
search paper by Dr. Gerard based on work 
in a children’s psychosomatic ward. Its 
ideas still remain to be further validated 
or disproved. Her hypothesis was that 
child-rearing which occurs in such a way as 
to cause certain intense physical discomfort 
or pain in a particular organ OF physical 
system may be largely responsible for a 
later psychosomatic disorder in that same 
organ. 

The paper on bronchial asthma in chil- 
dren—part of the Chicago Institute’s psy- 
chosomatic research and contributions— 
proposes an original psychodynamic formu- 
lation of the origin of asthma which has 
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stood up well under further investigation. 

The last paper is Dr. Gerard's classic con- 
tribution on children’s psychogenic tics. 
Here again dynamics are discussed in terms 
of the blockage of any outlets of either 
side of an emotional conflict with the re- 
sultant symptom compromise, a tic. 

For those of us who knew Margaret 
Gerard and worked with her, it was tragic 
to lose her when we did and to see her life’s 
work interrupted in its prime. The post- 
humous nature of this volume underlines 
this tragedy. Dr. Gerard was too busy 
teaching and treating to reap the personal 
fruits of recognition to the extent that she 
so richly deserved from those less acquainted 
with her—G£EORGE PERKINS, M.D., Chicago 


CRESTWOOD HEIGHTS: A STUDY OF 
THE CULTURE OF SUBURBAN LIFE 
By John R. Seeley, R. Alexander Sim and 
E. W. Loosley 

New York, Basic Books, 1956. 505 p. 


What is a community mental health pro- 
gram? This $64,000 question defines the 
principal issue emerging from this work, 
apparently in the minds of the authors as 
well as in that of this reviewer. 

A bold and brave inspiration lay behind 
the experiment this book describes. Prior 
to World War II the Canadian National 
Committee for Mental Health was preoc 
cupied largely with improving conditions 
in mental hospitals. The shock from data 
revealing the extent of mental deficiencies, 
illness, neuropsychiatric and other behavior 
disorders in the armed forces galvanized 
interest in broader action. Steps were 
needed, the committee's leadership con- 
cluded, to affect “within a generation the 
level of mental health of the Canadian 
population.” 

The outcome ultimately took the form of 
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a five-year pilot program in this thinly- 
disguised suburb of Canada’s principal mid- 
western metropolis. With leadership from 
the university in the adjacent big city, fi- 
nancing came by way of the province from 
funds made available by the national mental 
health program. 

The plan did not envisage any commu- 
nity-wide search for our epidemiological 
study of the personality types that had 
swelled the armed forces’ statistics: the men- 
tally deficient, mentally ill, emotionally 
unstable, socially maladjusted. Rather it as- 
sumed that these manifestations would de- 
cline if the whole problem of mental health 
were attacked at its presumed source, ie., 
the basic community orientation, function 
and structure of child-rearing. If the proc- 
ess affecting growth and personality develop- 
ment could be impregnated with -che in- 
sights of mental hygiene, it was expected 
that mentally healthier people would result. 

The principal methods were to be ex- 
pansion of the school child guidance sery- 
ice, development of informal human rela- 
tions discussion groups in the schools, 
liaison with parent and adult education 
groups and more general capitalization on 
the participant character of the project so 
as to make a constructive impact upon com- 
munity attitudes and outlook. 

With candor greatly to their credit the 
authors now conclude that “to trace within 
this process (of growing up, child-rearing) 
the vicissitudes to mental health and to 
evaluate the outcome are, despite our hopes, 
beyond our capacity—or not possible by 
our methods.” This is despite the fact that, 
at its conclusion, community opinion was 
favorable to the project and that the human 
relations classes were found to be beneficial 
to adolescent adjustment. 

Actually, this book is not a systematic re- 
view of the objectives, methods and results 
of the experiment. Rather is it an inter- 
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pretive description of how modern sub- 
urban dwellers live, what they do, think 
and feel, and the social institutions which 
implement these processes. It portrays the 
whole suburban milieu in which modern 
young people grow up through infancy, 
childhood, adolescence and early youth. As 
such, the materials are well classified, well 
written, usually perceptive and not infre- 
quently downright entertaining. In this 
sense Crestwood Heights is a very credit- 
able descendant of Middletown, its distin- 
guished ancestor of more than a quarter- 
century ago. Unhappily, it will not now 
find such a coincidental market of cultural 
self-flagellation as made that work a best 
seller competing with Main Street and 
Babbitt. 

At this point in time and knowledge, the 
progressive development of a constructive 
community-wide program for mental health 
will be best served by the articulation of 
clearer, more precisely focused and more 
realistic objectives than were conceived in 
this experiment, objectives better rooted in 
the epidemiology of the problem. To en- 
able others to come to such a conclusion 
amply justifies the time and money ex- 
pended on this project: —BRADLEY BUELL, 
Community Research Associates 


ALCOHOLICS ANONYMOUS 


New York, Alcoholics Anonymous Publishing Co., 
1955. 2nd ed. 575 p- 


This is a second and greatly enlarged edi- 
tion of a book first published in 1939. 
Three hundred thousand copies of the first 
edition have been sold, 

The second edition presents identical ma- 
terial for the first 164 pages. The second 
part, made up of personal records, has now 
been enlarged so that it contains 37 his- 
tories. These are divided into three sec- 


tions. The first contains the history of 13 
pioneers of Alcoholics Anonymous. Part 
Two, labeled “They Stopped in Time,” con- 
tains 12 more histories. Part Three, “They 
Lost Nearly All,” contains 12 more histories. 
Except for additional introductory material 
and the changes in the case histories, the 
book is identical with the first edition. 

For those unfamiliar with the first edi- 
tion, the book starts out with an introduc- 
tion, followed by historical material and a 
discussion of the aims of Alcoholics Anony- 
mous. There is a good deal of detail about 
the program of recovery, and enumeration 
of the now well-known 12 points which ex- 
press the fundamental beliefs of Alcoholics 
Anonymous. There are special chapters 
for wives, for families and for employers. 
The last chapter, titled “A Vision for You,” 
is an appeal to the alcoholic to make use of 
‘Alcoholics Anonymous and adopt its pro- 
cedures. 

The book presents the philosophy of Al- 
coholics Anonymous, a philosophy which 
has had quite unexpected success, since the 
reviewer doubts that arly of those who wit- 
nessed the beginning of Alcoholics Anony- 
mous had any concept of what it would 
achieve. 

The personal stories of the 37 alcoholics 
can be recommended as reading to anyone 
who wants to get the first-hand history of 
alcoholics who have managed to overcome 
the habit. 

The whole book presents the viewpoint 
of Alcoholics Anonymous, which can be 
considered as one approach, and one of the 
most successful, in dealing with the prob- 
lem of the alcoholic. Reading the book 
may make it comprehensible to the reader 
why this program works with some persons 
and not others. It is a limited approach 
which takes in only certain aspects. It 
frankly admits its own inability to deal with 
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certain types of cases. It does, however, 
show a remarkable record of recovery for 
quite a large group, and on this basis has 
clearly won an important status in any plan 
in dealing with the alcoholic. 

This book should be required reading for 
anybody who wishes to understand or deal 
with the problem of the alcoholic. Viewed 
as an approach which has been developed 
by a special group of alcoholics, it makes 
very interesting reading and gives a much 
better understanding of many of these cases. 
—Kart M. Bowman, M.D. San Francisco 


CRIME, COURTS AND PROBATION 
By Charles Lionel Chute and Marjorie Bell 
New York, Macmillan Company, 1956. 268 p- 


This monograph, mostly written by one of 
the pioneers of modern criminology who 
died in 1953, was finished by one of his 
close collaborators. It presents an excellent 
review of the development of the American 
probation system. Partly based on per- 
sonal experience and illuminated with a 
considerable number of case histories, it is 
a very vivid presentation. 

Especially it provides an excellent and 
extensive picture of the historical develop- 
ment from the very beginning with the first 
attempt by the simple Boston shoemaker, 
John Augustus, to bring about reforms in 
the harsh methods of more than a hundred 
years ago. The authors describe how from 
the success of this great benefactor proba- 
tion grew little by little into systematiza- 
tion. They describe how it spread from 
Massachusetts and was accepted—sometimes 
with strong and long-lasting resistance—by 
nearly all the United States; how it de- 
veloped from an insufficient program run 
by unskilled humanitarians into a vast sys- 
tem manned by professional probation of- 
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ficers equipped with specialized social work 
training and competence. 

The deficiencies still remaining in the sys- 
tem are pointed out in detail; the conclu- 
sions are based on comprehensive statistical 
material. All aspects of the problem are 
highlighted. In spite of the authors’ en- 
thusiasm, which might have optimistically 
colored the presentation, it is a very real- 
istic and objective book.—Paut J. Rerrer, 
M.D., Copenhagen 


YOU AND YOUR CHILD'S HEALTH 
By Paulette Hartrick 
New York, Harper & Brothers, 1955. 208 p- 


This is a book primarily for parents, for 
parents of sick children. Since all children 
are sick at some time, or require medical and 
dental care, it is a book that will sooner or 
later prove of value for every parent. 
Though the subject is health, the book is 
written simply and without either medical 
or psychological technical jargon. 

The author describes in varying ways 
what it means to a child to be ill and the 
anxieties that are created for the parent as 
well as the child. The importance of 
parental expression of concern is stressed 
not only in relation to the child’s current 
illness but as it may form his permanent 
attitudes toward illness and medical care. 
Not only does the author discuss in general 
terms how the child feels about being ill or 
about contemplating painful or frightening 
experience; she also discusses specifically 
such things as what it means to be left in 
the hospital, to take an anesthetic, to endure 
surgery, to be confined to bed for long 
periods. 

This book offers more than insights into 
the child, his needs, his reactions to illness, 
his relationship to his parents, the doctor, 
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the nurse and his siblings. It is also a 
how-to-do-it book. The author makes many 
suggestions on what to say and how to say 
it to the child in varying kinds of situations 
involving illness. She also provides a wide 
variety of means and materials designed to 
help the child pass the time pleasantly and 
creatively while confined by illness. Listed 
are all sorts of things that are useful for 
this purpose and can usually be found 
around any home. In addition, there are 
suggestions for materials that can be pur- 
chased and the addresses of firms from 
which they may be obtained. 

This practical guide to the emotional and 
psychological care of the sick child deserves 
a place alongside the manuals on first aid 
and home nursing in every home where 
there are children—James M. CUNNING- 
HAM, M.D., Children’s Center of Metro- 
politan Detroit 


CHILD GUIDANCE 
IN THE CLASSROOM 
By Gertrude P. Driscoll 


New York, Teachers College, Columbia University, 
1955. 91 p. 


This tersely written little volume is excel- 
lently suited to the guidance needs of 
teachers and administrators in elementary 
schools. The second book by Dr. Driscoll 
in a series called Practical Suggestions for 
Teaching, is a distillate of her years of per- 
ceptive experience in working with children 
and parents as well as in the training of 
other educators, 

There are four sections: Chapter I, 
“Helping Children To Grow Emotionally,” 
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1 The first book was How to Study the Behavior of 
Children by Gertrude Driscoll, New York. Teach- 
ers College, Columbia University, 1941. 84 P- 
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states that the major goal of emotional 
growth is “to challenge children to develop 
balance between energy expended in follow- 
ing self interests, meeting requirements of 
reality and developing sound value concepts 
in interpersonal relations.” The teacher is 
asked to try to understand and work with 
the “self system” of each child. 

Classroom activities are regarded as the 
means of aiding children to develop whole- 
some qualities of initiative, responsibility, 
cooperativeness and self-discipline. The 
value of these classroom experiences is ap- 
praised in four areas: creative work, routine 
activities, skill subjects and disciplinary 
limits. 

Chapter II, “Work with Children in the 
Classroom,” maintains that a teacher’s suc- 
cess in helping a child with moderate diffi- 
culties in adjusting depends upon her effec- 
tiveness in inspiring his trust, helping him 
to recognize his problem and carefully 
working out next steps toward a solution. 
There is a penetrating discussion of the 
causes of typical problem behavior seen in 
classrooms. Best of all are the descriptions 
of children and accounts of what teachers 
have done to help those who are overly ag- 
gressive, timid, lazy, etc. Children with 
serious disturbances, it is made clear, need 
help beyond that of the teacher’s natural 
skill or role. 

Chapter III, “Working with Parents,” 
suggests ways of working with parents 
through individual conferences, small class 
and interest groups and large school groups. 
The material on typical parent attitudes as 
they may be observed in individual con- 
ferences is especially comprehensive and 
helpful. There is less about group tech- 
niques but the content is thoughtful. 

Chapter IV is called “Help from Admin- 
istrator and Specialists.” Successful school 
efforts for children depend upon healthy 
school morale, flexible class groupings and 
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teams of faculty personnel working out 
problems together. The final chapter gets 
into these ideas. It suggests ways in which 
administrators, specialists and teachers can 
best mesh their efforts to make the school 
atmosphere dynamic and supportive to 
children. 

This is a handbook of clarity and power. 
The author knows teachers and their con- 
cerns and writes of typical daily experiences. 
Her observations are the kind that can help 
teachers to help themselves—EVELYN D. 
ADLERBLUM, New York University School of 
Education f 


PERSONAL ADJUSTMENT 

AND MENTAL HEALTH 

By Alexander A. Schneiders 

New York, Rinehart and Co., 1955. 587 p- 


This work, by the director of psychological 
services at Fordham University, is intended 
as a textbook for psychology students. The 
author explains that he had one principal 
aim in writing this book, namely, the better 
understanding of man's relation to himself 
and to reality, as expressed in his day-to-day 
adjustments. He also points out that there 
is a close relationship between adjustment 
and mental health and that this textbook 
should provide a secure groundwork for the 
development of practical principles that 
can be applied successfully to daily living. 

Among the subjects discussed are general 
objectives, values, practical goals and the 
significance of studying adjustment and 
mental health; basic concepts of adjustment 
psychology, including normality, abnor- 
mality and maladjustment; criteria of ad- 
justment; relationship of adjustment and 
personality; adjustment by means of de- 
fense reactions—aggression, escape with- 
drawal and flight into illness; academic, 
vocational and marital adjustment. One 
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chapter deals with the background, develop- 
ment and principles of the discipline of 
mental hygiene. The last chapter discusses 
the treatment of mental and personality 
problems and of adustment problems in 
general. 

A brief clear summary and a selected 
reading list are available at the end of each 
chapter. 

A very definite religious orientation is 
conspicuous throughout the book. The 
author, a former president of the American 
Catholic Psychological Association, repeat- 
edly stresses religious and moral as well as 
psychological concepts as a basis for good 
mental health and adjustment. 

The book is well-written and well-docu- 
mented. Readers might take exception to 
some of his critical attitudes toward such 
scientists as Freud and Watson, His pro- 
cedure is to point out those contributions 
which he considers valid, in contrast to 
those he deems to be unscientific or 
harmful. 

The reviewer considers this a valuable 
textbook, not only for psychology students 
but for others interested in general prob- 
lems of adustment and mental hygiene,— 
Frank J. Curran, M.D., University of 
Virginia 


THE ADOLESCENT: 

A BOOK OF READINGS 
Edited by Jerome M. Seidman 
New York, Dryden Press, 1953. 798 p- 


The aim of this book is to provide the stu- 
dent of adolescent development with the 
original contributions of nearly a hundred 
“specialists who have created or expanded 
the knowledge of the field.” It is designed 
for use as a textbook or as collateral reading 
for students of developmental psychology. 
For the latter purpose there is a chart cor- 
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relating the readings in this book with the 
chapters of nine widely used texts on ado- 
lescent psychology. 

There are 67 papers grouped under 22 
chapter headings in six main divisions. 
The range and variety of the contributions 
are indicated by the titles of the main 
divisions, the condensed chapter headings 
and the title of one of the papers comprising 
each chapter: 

Part One, Adolescence: A Period of 
Transition, deals with the culture and the 
adolescent (Adolescence the Hopi Way, by 
Laura Thompson and Alice Joseph); the 
adolescent in modern American society 
(The Field Theory Approach to Ado- 
lescence, by Kurt Lewin), and adolescents 
with problems (Out-of-School Youth Tell 
Their Story, by Howard M. Bell). 

Part Two, Growth and Development, 
considers physical growth and development 
(Some Physiological Aspects of Adolescence, 
by Nathan W. Shock); emotional develop- 
ment (Adolescent Concerns with Physique, 
by Alexander Frazier and Lorenzo K. 
Lisonbee); mental growth and development 
(A Developmental Theory of Intelligence, 
by Henry E. Garrett), and from infancy to 
adulthood (Development of the Ego and of 
the Self, by Pervical M. Symonds). 

Part Three, Interests, Attitudes and 
Ideals, comprises about a fourth of the 
book and is made up of chapters on in- 
terests (Clothing and Appearance, by Sylvia 
S. Silverman); religious beliefs (The Re- 
ligion of the Post-War College Student, by 
Gordon W. Allport, James M. Gillespie and 
Jacqueline Young); ideals and values (The 
Moral Beliefs of Sixteen-Year-Olds, by 
Hilda Taba); social attitudes and opinions 
(Attitudes Interrelationships of Youth, 
Their Parents and Their Teachers, by H. 
H. Remmers and Naomi Feltman), and 
persistence and change of attitudes (Some 
Personality and Social Factors Related to 
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Changes in Children’s Attitudes toward 
Negroes, by Paul H. Mussen). 

Part Four, The Adolescent and His 
Peers, treats of social role (Positions and 
Roles: Norms for Perceiving Persons, by 
Theodore M. Newcomb); status (Continui- 
ties and Discontinuities in Cultural Con- 
ditioning, by Ruth Benedict), and sex in- 
formation, attitudes and behavior (How to 
Be a Woman, by Alice Thompson). 

Part Five, Multiple Group Membership, 
discusses the interpersonal relationships of 
the adolescent with his family (The Ado- 
lescent and His Happy Family, by John 
Levy, M.D., and Ruth Munroe); in school 
(Anxiety in the College Classroom, by 
Wilbert J. McKeachie); in the world of 
work (The Jobs Youth Want and the Jobs 
They Get, by Howard M. Bell), and in the 
community (The Identification and Meas- 
urement of Pre-dispositional Factors in 
Crime and Delinquency, by Harrison G. 
Gough and Donald R. Peterson). 

Part Six, Understanding and Helping the 
Adolescent, presented individual approaches 
(Assessment of OSS Personnel, by Henry A. 
Murray and Donald W. MacKinnon) and 
group approaches (An Investigation of 
Nondirective Group Therapy, by Hadassah 
Peres Ziskin), and ends with a chapter en- 
titled “From Adolescence to Adulthood” in 
which Franz Alexander discusses emotional 
maturity in terms of “altruism, and flexi- 
bility and adaptability to changing external 
and internal conditions” and Ruth Strang 
offers evidences of manifestations of ma- 
turity in adolescents. 

The papers are admirably selected to 
cover the major aspects of adolescent char- 
acteristics and development. Careful 
editing, attractive physical make-up and a 
brief paragraph at the beginning of each 
paper stating the problems involved and 
identifying the author add to the reader’s 
enjoyment of the book. It is well-indexed 
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and has a bibliography of more than 350 
titles referred to in the text. 

The reviewer, whose daily contacts with 
some 5,000 adolescents and their teachers 
lead him constantly to seek enlightenment, 
heartily recommends the book not only to 
college students and teachers, for whom it 
was prepared, but also to all who would 
increase their understanding of the am- 
bivalent attitudes and behavior of modern 
youth and help them on their way— 
Freperick W. BROWN, Sewanhaka High 
School, New York 


MENTAL HEALTH AND 
INFANT DEVELOPMENT 
Edited by Kenneth Soddy, M.D. 


New York, Basic Books, 1955. Vol. 1, 308 p. Vol. 2, 
289 p. 


Once the importance of good mental hy- 
giene was accepted, the main emphasis in- 
evitably focused on the preventive aspects 
of the task. This preventive focus has 
moved more and more towards childhood, 
for with the child “success” in therapy and 
prevention may seem most probable. 

In the clinical field, much has been done 
through the developments of child psy- 
chiatry and child guidance services. But 
primarily these have been concerned with © 
the child and with the family who are al- 
ready disturbed. The pressure of this thera- 
peutic task has left only relatively little 
time for real preventive work with very 
young child. Only in a very small number 
of centers has it been possible to take the 
further, and ultimately necessary, step of 
studying the early development of the 
“normal” infant in relationship to his total 
setting, of studying the patterns of child- 
rearing techniques in various cultures and 
the impact of these factors on the future 
mental health of the child. To such a study 
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many disciplines, including anthropology, 
pediatrics, psychiatry, psychology and social 
work, must contribute. 

It was from such a background and after 
much detailed planning and thought that 
the World Federation for Mental Health 
organized (at Chichester, England, in 1952) 
an international multi-disciplinary seminar, 
of which these volumes form the report. 
The distinguished teaching faculty (for this 
was essentially a “teaching seminar”) in- 
cluded Dr. Margaret Mead, Dr. Spitz, Dr. 
John Bowlby, Prof. MacCalman, Dr. Jenny 
Aubry and Miss Anna Freud. There were 
51 participants from 29 countries, chosen 
by their governments as senior members of 
the various disciplines concerned with 
child welfare in its widest sense. The 
seminar was residential and lasted for three 
weeks. It was itself an experiment, and by 
general agreement a successful experiment, 
in transnational and multi-disciplinary 
study and learning. 

The reports on many seminars make dull 
teading for any but the participants. But 
in these two volumes the editor has kept 
alive for the reader the dynamic and vital 
pattern of the actual seminar. 

In the first volume, an encyclopedic inven- 
tory of behavior patterns in childhood, are 
collected the contributions of the teaching 
faculty as they relate to the seminar’s three 
main themes: normal infant development 
in various cultures, family phenomena, and 
the practical implications and consequences 
of these factors, Inevitably the contribu- 
tions vary in quality, and there is a good 
deal of repetition. But this volume con- 
tains a wealth of information and thought 
from all the countries and disciplines con- 
cerned, which could not have been collected 
in any other way. Indirectly it also con- 
tains much valuable information on how 
best to conduct an international seminar. 

The second volume consists almost en- 
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tirely of comparative case studies of chil- 
dren of three nations and their differing 
patterns of normal behavior. These very 
detailed case records, provided by agencies 
in the United States, Britain and France, 
were used for group discussion at the 
seminar. At first sight these might seem to 
be a tedious and unnecessary addition to 
the report, but in fact they amply repay 
study as illustrations of the central themes 
of the seminar. And as teaching material 
they form a unique collection. 

Both the seminar and this report on it 
are most valuable contributions to the study 
and understanding of the whole wide prob- 
lem of mental health,—T, A. RATCLIFFE, 
Nottingham 


ANXIETY AND STRESS: 

AN INTERDISCIPLINARY STUDY 
OF A LIFE SITUATION 

By Harold Basowitz, Harold Persky, 
Sheldon J. Korchin and Roy R. Grinker 
New York, McGraw-Hill Book Co., 1955, 320 p. 


This is an important book. It includes a 
frank and detailed account of an attempt to 
observe experimentally the training of para- 
troopers for military service. The “inter- 
disciplinary” approach included the disci- 
plines of psychiatry, psychology and 
biochemistry. The authors found in essence 
that the performance of paratroopers could 
not be predicted by any of the psychological 
and biochemical testing devices they ap- 
plied. Striking psychological and bio- 
chemical changes were observed, however, 
among these men in their military training 
milieu. It was found they reacted as much 
to forces deriving from the opinions of their 
fellows as they did to the prospect of bodily 
harm. 


Some of the most interesting and perti- 


; 
ie 


r 


> 


nent data in the book relates to.a discipline 
not represented by the group of authors, 
that of sociology or social anthropology. 
They found, for example, that the ex- 
perience of jumping was not necessarily 
more stressful than therapeutic. One pre- 
viously maladjusted man was helped by the 
jumping experience because a successful 
performance improved his social status 
among the group. 

The book includes a good deal of in- 
cisive thinking but it is obscurely written in 
parochial language with too much jargon 
or “medicolese.” Thus, although the style 
is inelegant, the book is refreshingly candid 
and points out many of the problems and 
pitfalls of the authors’ investigative ap- 
proach. The authors indicate that future 
studies of this type would be more mean- 
ingful if systematic data were gathered on 
group interactions as well as on individual 
psychology and biochemical indicators of 
bodily function. 

In general, this book is a valuable report 
of a well thought out, carefully applied and 
objectively evaluated study of a clear-cut 
stressful life situation as it affects a fairly 
large number of young men. The surprises 
and deficiencies which turned up as the 
study unfolded provide very valuable leads 


for other investigators in the field.— 
Srewarr Wor, M.D, University of 
Oklahoma 

SCHOOLS OF 


PSYCHOANALYTIC THOUGHT 
By Ruth L. Monroe 
New York, Dryden Press, 1955. 670 p. 


No book which aims to be “an exposition, 
critique and attempt at integration of 
schools of psychoanalytic thought” could ex- 
pect to achieve unanimous critical accept- 
ance, but in the opinion of this reviewer it 
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will be a long time before any comparable 
volume will seriously threaten the status of 
Ruth Munroe’s tremendous pioneer con- 
tribution to the complex field of Freudian 
metapsychology. 

Much of the reason for the excellence of 
the work is clearly stated in the modest but 
explicit introduction, which includes gen- 
erous praise to all who contributed as pro- 
fessional critics and advisers. 

It is impossible for any author or group 
of authors to write a comparative study of 
any bodies of conflicting theory, be they 
physical or biological, metaphysical or 
philosophical, that can equally satisfy all 
potential readers. But to the extent that 
relative objectivity is possible, it seems to 
have been achieved in this work, Like the 
author, the reader is inclined to be almost 
persuaded by each school in the process of 
reading. 

Worthy of special comment is the section 
on ego psychology, a clear exposition of a 
subject which is increasingly attracting the 
attention of psychoanalysts. Except for a 
rather brief statement of the views of 
Melanie Klein, the author confines herself 
in the main to the contemporary American 
psychoanalytic sense. As she points out, in 
terms of numbers (and especially in terms 
of public acceptance and support) the 
United States is today the principal locus of 
psychoanalytic education and practice. 

It seems inevitable that this work will 
have a wide and continuing sale, not only 
among psychiatrists and psychoanalysts but 
among those in related fields where psycho- 
analytic theory and thought have con- 
tributed so much. Purchase is not synony- 
mous with acceptance, but it appears that 
students and teachers alike now have in a 
single reference volume a concise and in 
most instances a notably precise statement 
of the many theoretical differences which 
still puzzle the psychoanalytic clinician and 
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even more engage the deep interest of the 
psychoanalytic theoretician. 

Regardless of individual orientation, all 
those interested in the history and develop- 
ment of psychoanalytic thought will wel- 
come this scholarly volume—Rosert T, 
Morse, M.D., Washington, D. C. 


CHILD BEHAVIOR 
By Frances L. Ilg and Louise Bates Ames 
New York, Harper & Brothers, 1955. 36t p. 


This book is a recent addition to the publi- 
cations which have come out either directly 
from Dr. Arnold Gesell, or have been spon- 
sored by him. Itis avowedly a combination 
of information which was previously offered 
in two books, Infant and Child in the Cul- 
ture of Today and The Child from Five to 
Ten. In addition, it is advertised as the 
first book to provide Specific advice on what 
to do about behavior problems of children 
in the first ten years of life. 

The information on psychological and 
social development of children, as well as 
the point of view about it, is the same as 
in the earlier books. Behavior, according 
to this point of view, is something inherently 
a part of the child’s pattern of development. 
The influence of the child and his emotions 
upon his own development and the world 
around him, as well as the impact on him 
of his surroundings and particularly his 
parents, is only slightly acknowledged. The 
chapter on individuality is largely devoted 
to a summary of Sheldon’s Varieties of 
Physique and Temperament. The real in- 
dividuality of each child is not adequately 
touched upon. 

Apparently this book is also intended as 
a text for college students. As such it is 
very incomplete. It omits any real discus- 
sion or understanding of psychological or 
emotional development, as derived from the 
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clinical experience of modern psychology 
and psychiatry. 

As a source of indirect or direct advice to 
parents on the handling of behavior prob- 
lems, the book probably has some merit, for 
in general it implies that almost any 
variety of behavior is to be anticipated and 
that if one does not get excited and struggle 
with it, the problem will straighten out. 
Superficial as this point of view is, it might 
help parents to take in stride more easily the 
usual behavior of children, as well as.some 
of the less extreme deviations. These 
rather moderate virtues are in the opinion 
of this reviewer not sufficient to justify this 
book.—SHERMAN Lititz, M.D., Children’s 
Hospital, Buffalo, N. Y, 


P 
RELIGION IN CRISIS AND CUSTOM 
By Anton T. Boisen 


New York, Harper & Brothers, 1955, 271 p. 


This is a work that should be studied 
thoroughly and critically by all who are 
concerned in the reconciliation of religion 
and psychiatry. If this book mirrors, as I 
Suspect it does, the faith and persuasian of 
an appreciable portion of the Protestant 
community, when the wished-for reconcilia- 
tion can only be envisaged as a prospect 
beset by insurmountable difficulties, by 
irreconcilable differences and by ideational 
orientations that are not less than poles 
apart. Yet this is no work lightly to be dis- 
missed. It is an earnest work, and even 
though it is faulty in its sociological, demo- 
graphic, statistical and psychiatric exposi- 
tions, it is written with such manifest zeal, 
with such intense persuasion that the author 
is right (not only correct, but right) in his 
premises, deductions and conclusions, that 
one must perforce take note. To that de- 
gree it is an alarming book, 

The author’s thesis is the essentially 


simple one that men in crisis tend to turn 
to religion and that “crisis periods tend to 
be associated with religious quickening” 
(p. 68). This thesis is itself open to chal- 
lenge for not all men are like to Job. But 
allowing for the premise, one is forthwith 
confronted with a singular definition of 
“crisis” and with a primitive, indeed 
archaic, representation of religion. Accord- 
ing to the author, the most serious crises 
result from “the sense of estrangement 
from the inwardly conceived fellowship of 
the best” (p. 69). Who these best are the 
author never tells in so many words. But 
by context the best are seen to be “the 
faithful, the -believing, the religious.” 
Positing this premise, it of necessity follows 
that the resolution of crisis can be achieved 
only by way of his version of religion. As 
he puts it, “The conclusion follows that 
psychotherapy is dependent upon the 
principle of confession and forgiveness” 
and “Restoration of ‘mental health,’ the 
modern term for ‘salvation,’ is conditioned 
not so much upon the resolution of intra- 
psychic conflict as upon the sense of being 
received back into the fellowship of the 
best” (p. 108). The author drags in the 
name of Freud to make it appear that the 
“transference relationship” is but a late-day 
development of “confession and forgive- 
ness.” In effect, however, it is precisely this 
order of religious belief that Freud stigma- 
tized, and with ample warrant, as infantile 
and delusional. The author's lesson is: Do 
not strive to analyze and to resolve your in- 
trapsychic conflicts. Human life is under the 
control of the God of love; resign yourself 
and join the fellowship of the best! Taken 
in earnest, this is no less than a counsel 
of total abnegation and of voluntary 
infantilization. 

“Crisis” is a subject which has engaged 
the best intellects in both ancient and 
modern times. Save for those religious 
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teachers who saw in human experience the 
inscrutable will of the deities, the keenest 
students of humanity have looked upon in- 
dividual crisis as the manifestation of “life 
at cross-purpose.” Crises, excluding those 
resulting from that order of disaster s0 
irreverently termed acts of God, were traced 
to their antecedents—to ubris (wanton 
violence arising from pride of strength). 
Crisis thus was “nemesis—ripened in the 
womb of time.” Not withdrawal into total 
abnegation, but rather a more ample com- 
prehension and fulfillment of the objective 
and moral relationship of man to man and 
of man to the transcending meanings of life 
was the way to salvation taught by the 
Greek moral philosophers, by the Hebrew 
prophets, and by Christ. 

Those who counsel the infantilization of 
the individual are themselves likely to be 
authoritarian by predilection. It is not 
strange, though grievous and disturbing, to 
encounter in the book such judgments as 
these: Of Fascism and Nazism—“There 
seems to be no reason to look upon them as 
anything beyond the upsurge of national 
feeling in the face of impending danger 
from outside” (p. 247). Of Communism— 
“Eyer since she (Russia) started her experi- 
ment, she has been surrounded by enemies. 
That fact explains the rigid dictatorship, 
the limitation of free speech and the harsh 
measures which have been so severely criti- 
cized here in America. . - - Whether they 
recognize it OF not, the Russian Com- 
munists, insofar as they are loyal to their 
cause, are actuated by a spirit that is funda- 
mentally religious” (pp- 247-48). “We 
may begin by recognizing that the totali- 
tarians are partly right. They are correct 
in their criticism of democratic indi- 
vidualism. The welfare of all must be 
placed above the rights of the individual” 
(p. 253). “Probably the most striking feature 
in the present world situation is the break- 
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down of the excessive individualism which 
Protestant Christianity has fostered” (pp. 
251-52). “The religious faith of the future 
should rely more and more upon the results 
of co-operative inquiry and upon the con- 
tribution of the expert” (p. 256). 

One must conclude that the book itself 
represents a misconceived and unresolved 
crisis—Iaco Gatpston, M.D., New York 
Academy of Medicine 


MENTAL HYGIENE IN 
PUBLIC HEALTH 
By Paul V. Lemkau, M.D. 


New York, McGraw-Hill Book Co., 1955. 2nd ed, 
450 p. 


In this second edition Dr. Lemkau has in 
fact written a new book. The first edition 
in 1949 received high praise, and this is an 
even more valuable contribution to the 
mental health literature. In the foreword 
Dr. Hugh R. Leavell points out the marked 
expansion and maturation in the mental 
hygiene field during the last six years. Dr, 
Lemkau has more than kept pace with that 
expansion and now offers a book which 
Meets the needs of today and is far from a 
warmed-over first edition. 

The author has divided the book into two 
sections: “The Place of Mental Hygiene in 
Public Health” and “The Development of 
the Individual.” The first concentrates on 
the integration of mental hygiene prin- 
ciples and programs into the total opera- 
tion of a public health department. Dr. 
Lemkau presents most effectively the roles 
played by the public health workers and the 
traditional mental hygiene staff. His frank 
discussion of some of the sensitive areas in 
coordinating programs is worthy of especial 
attention. Administrators of such com- 
bined programs will find the comments on 
confidentiality of psychiatric histories prac- 
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tical and pertinent. Those who have been 
confused by the variety of conflicting re- 
ports on psychiatric treatment will find the 
discussion of this topic clear, succinct and 
adequate. The prevention of mental ill- 
nesses is well presented and unusually com- 
prehensive. In his discussion of mental 
health programming, Dr. Lemkau makes 
excellent use of his wide experience in the 
field. The chapters on techniques and 
methods of organization offer valuable 
leads for both new and more experienced 
administrators and planning bodies. The 
discussion of the problems and dangers in 
establishing a new clinical service will be 
particularly useful. 

In the second section Dr. Lemkau dis- 
cusses the development of the individual. 
He begins with eugenics and proceeds 
through the various periods of life. He 
presents a concise, eclectic summary of per- 
sonality development and of deviant and 
pathological variations in behavior. This 
does not, and obviously was not intended to, 
cover the entire field of psychiatry. No one 
school of thought is favored and reference 
is made to the variations in interpretation 
and treatment without comparison. The 
public health officer or other physician who 
has not had the Opportunity in medical 
school or later to become familiar with 
psychiatric concepts will find this section 
of the book clarifies much of the confusion 
and offers practical suggestions for dealing 
with problems of growth and development. 
Others working in the public health and 
mental health fields will also find these 
chapters of interest. 

All workers in public health, and 
especially those concerned with the integra- 
tion of mental health and public health, 
will find this book of real value. Those 
who found the first edition satisfying will 
find this edition even more so, Dr. Lemkau 
is to be congratulated for his success in pre- 
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senting a comprehensive yet concise and 
readable book on a most important sub- 
ject —MaBeEL Ross, M.D. U. S. Public 
Health Service 


FACTS OF LIFE AND LOVE 
By Evelyn Millis Duvall 
New York, Association Press, 1956. 426 p. 


Everything that made the first edition of 
this book useful and readable is present in 
the revision, and furthermore changes have 
been made that are all to the good. New 
headings, set up in a more informal type, 
have improved the organization and eye- 
appeal of the book. All in all, this edition 
seems likely to be even more appealing to 
young readers than the earlier editions. 

Inasmuch as the book is arranged de- 
velopmentally, young people at various 
stages of growth and development can easily 
read the sections of greatest interest at any 
one time. The index is a useful addition, 
for it enhances the value of the book as 
reference material. 

The chapters on dating include some new 
material such as the results of studies on 
what boys say they like in girls and what 
girls say they like in boys. This subject has 
a great appeal to young people. Also, the 
material on entertaining seems to be better 
arranged than in the early edition. 

It is becoming more and more important 
for young people to have their facts of life 
and love earlier than was once thought 
necessary, but the difficulty with this gen- 
eralization has been, however, that material 
written for older teenagers was not always 
easily read by the younger age group. Mrs. 
Duvall’s book succeeds in bringing to 
young teenagers grown-up mature thinking 
on very serious subjects in a form and style 
that make it understandable and timely. 
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Those not familiar with the earlier edi- 
tion need only scan the contents to be as- 
sured of the comprehensiveness of the book 
but in a developmental framework. Part 
One is on the subject of becoming men and 
women, includes material on the develop- 
ment of girls and boys and on reproduction, 
and discusses some common sex problems. 
Part Two is on getting and keeping dates, 
and covers some aids to dating, hospitality, 
what to do on a date, and the role of par- 
ents in dating. Part Three is on the subject 
of loving and being loved and contains ma- 
terial on petting, on how to say “no,” and 
on some of the difficult involvements in 
which daters may find themselves. The last 
part of the book is related to marriage and 
includes chapters on going steady, engage- 
ments and marriage adjustments. 

Although the book is called Facts of Life 
and Love, it gives more than facts. It also 
contributes to the other very important as- 
pect of learning, namely, the building of 
sound and healthy attitudes in teenage boys 
and girls. Every parent and every leader 
who is associated with young people would 
grow in understanding of youth through 
reading about the interests and concerns of 
this age group as they are discussed by Mrs. 
Duvall, who is herself a parent, a student 
of youth and a great friend of the 
young people who know her-—HELEN F. 
SouTHarRD, YWCA of the USA 
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Notes and Comments 


ADVERTISING DRIVE 
OPENS IN SPRING 


After three years’ investigation of the prob- 
lem of mental health in the United States, 
the Advertising Council has announced 
that it will begin a nation-wide public edu- 
cation program on mental health this 
spring. The project is being undertaken at 
the request of the National Association for 
Mental Health. 

The Advertising Council's campaign will 
seck to raise the level of public understand- 
ing of mental health and mental illness by 
supplying people with information that 
they can use in their daily lives as well as 
in individual and family emergencies. The 
campaign will use extensive advertising in 
mass media to offer the general public a free 
booklet about mental health, written by 
Dr. George S. Stevenson, NAMH medical 
consultant, and Harry Milt, public relations 
director. 

The booklet will give the reader prac- 
tical information without scaring him about 
his mental condition. Its contents will in- 
clude ways of coping with common tensions 
and anxieties, what to do for those who need 
professional help, and a suggested reading 
list of pamphlets available from the NAMH. 

A prominent life insurance executive has 
agreed to serve as the volunteer coordinator 
of the campaign. He is A. H. Thiemann, 
2nd vice-president of the New York Life 
Insurance Company. 

The advertisements offering the booklet 
are being prepared as a public service by 
Ruthrauff & Ryan, Inc., a leading New York 
advertising agency. Hundreds of adver- 
tisers as well as local and national adver- 
tising media (such as newspapers, radio and 
television) will be asked to sponsor the 
campaign’s advertising without charge. 
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NATION TO OBSERVE 
NINTH MENTAL HEALTH WEEK 


Mental Health Week will be observed for 
the 9th year April 28 to May 4. As in the 
past, the National Association for Mental 
Health is directing the nation-wide observ- 
ance in co-sponsorship with the National 
Institute of Mental Health. 

The slogan is “The Mentally Ill Can 
Come Back—Help Them.” State and local 
mental health associations are arranging 
special events expected to draw a wide 
variety of community organizations into 
direct participation in the mental health 
movement. They have set out to hold at 
least 10,000 meetings calling attention to 
the problem of mental illness, to obtain 
proclamations from all state governors and 
municipal chiefs, to hold a public legislative 
hearing or governor's conference on men- 
tal illness in each state and to publicize 
Mental Health Week in newspapers, maga- 
zines, posters and leaflets and on television 
and radio. 


RESEARCH 


In a systematic 3-year attempt to find new 
solutions to the problem of mental illness 
the Joint Commission on Mental Illness 
and Health has launched 8 studies: 

University of Michigan researchers are 
questioning a representative nation-wide 
sample of 2,500 Americans to find out how 
many feel troubled, what they conceive to 
be their mental troubles and how they cope 
with them. Unlike earlier studies, confined 
mainly to “symptom-counting,” this survey 
will attempt to measure the individual's 
morale, strength and resiliency in dealing 
with personal problems. 


Four task forces are investigating pat 
terns of patient care. One is studying what 
happens to the mentally ill in hospitals— 
general, private and public. Another is 
surveying community agencies that have 
contact with psychiatric patients. The third 
is studying mental health clinics and other 
psychiatric services exclusive of hospitals, 
and the fourth, rehabilitation services for 
discharged patients returning to the 
community. 

Another work group is studying research 
operations in the field of mental health. 
Holding that long-term, detailed program- 
ming of research “seems neither possible nor 
desirable,” the commission is assessing the 
current research effort and surveying the 
kinds and levels of support, the availability 
and productivity of research personnel, 
major intellectual trends and problems of 
planning, programming and organization. 

This group hopes to come up with a 
document of tangible use to national and 
state legislators, directors of governmental 
and private research programs, officials of 
foundations supporting mental health re- 
search, university officials and others respon- 
sible for the training of research workers, 
administrators of hospitals and other insti- 
tutions carrying on research, and research 
scientists themselves. 

Two other work groups are studying 
mental health in the schools, searching out 
not only what is new but what seems to be 
best, old or new. They are also evaluating 
theories and methods of promoting mental 
health in the United States and testing the 
validity of mental health concepts. 

Other study groups, underway OF pro- 
jected, will investigate manpower sources 
and training methods; the law in relation 
to the mentally ill; court and penal prac 
tices; the epidemiology of mental illness; 
sociol-cultural factors; the family and men- 
tal health; critical situational factors such as 
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the effects of mass communication, religion, 
military service, industry and leisure-time 
activities; and the costs of mental illness. 

“You might say,” observed Dr. Jack 
Ewalt, commission director, “that the road 
map for our mental health study shows two 
possible courses to the worthwhile goal of 
improving social prognosis of the mentally 
ill. One road begins with those presumed 
to be well and the other with those diag- 
nosed as sick. We are endeavoring to de- 
ploy our forces along both routes.” 

* * . 

Dr. Leroy E. Burney, surgeon general of the 
U. S. Public Health Service, has announced 
approval of a second group of federal grants 
to help institutions build additional psy- 
chiatric research facilities. The first group 
was announced last September and others 
will be announced in March. They are 
part of the $18,000,000 authorized by the 
84th Congress for the construction and 
equipping of psychiatric research labora- 
tories. 

The second group includes the following 
grants: 
$36,124 to Indiana University for builtin - 
equipment for the Institute of Psychiatric 
Research. 
$86,503 to Massachusetts General Hospital 
for the completion of a research laboratory. 
$180,647 to the Austen Riggs Center for €x- 
tensive remodeling and the addition of 
wings to a building used for psychiatric 
research and treatment. 
$600,000 to the University of Michigan for 
a new building for research laboratories. 
$22,235 to Jefferson Medical College of 
Philadelphia for remodeling part of a 
building to provide laboratories for the 
psychiatric department. 
$41,054 to the University of Pittsburgh’s 
division of natural sciences for built-in re- 
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search equipment in a new laboratory for 
biological sciences, biophysics and psy- 
chology. 

$411,002 to Brown University for a new 
psychology laboratory for teaching and 
research, 

$150,000 to the Woods School, Langhorne, 
Pa., for a new research laboratory building. 
$158,812 to the University of Washington 
for remodeling to provide research labora- 
tories for psychology. 


* * * 


Medicine’s first extensive investigation to 
learn which treatments best promote the 
improvement or recovery of mental pa- 
tients is getting under way in 12 of the 40 
neuropsychiatric hospitals operated by the 
Veterans Administration. 

In its 5-year study the VA expects to find 
out the relative effectiveness of different 
treatment techniques—drugs, electroshock, 
group and individual psychotherapy and 
various activity therapies—and of different 
hospital designs, staffing patterns and pro- 
gram emphases. 

Dr. Jesse F. Casey, director of VA's psy- 
chiatry and neurology service, said the hos- 
Pitals cooperating in the research are in 
Brockton, Mass.; Fort Lyons, Colo.; Jef- 
ferson Barracks, Mo.; Lyons, N. J.; Marion, 
Ind.; Montrose, N. Y.; Palo Alto, Calif.; 
Roanoke, Va.; St. Cloud, Minn.; Salisbury, 
N. C.; Salt Lake City and Topeka. 

Of the 120,000 beds in VA hospitals, 
about 63,000 are for neuropsychiatric pa- 
tients. Of these patients, 54,000 are 
psychotic, 

Television is being used to help treat 
mental patients, 

* * * 
The New York State Departments of Men- 
tal Hygiene and Correction are conducting 
a joint psychiatric study of apparently re- 
habilitated criminals who return to crime. 
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Studying inmates and records at Sing 
Sing Prison, Dr. Samuel Dunaif is trying to 
determine how recidivists differ from 
offenders who remain rehabilitated and 
whether a tendency to backslide could be 
predicted from extensive personality tests. 
He is also exploring the possibility that new 
drugs might bring recidivism under control 
and is trying to determine whether length 
of sentence has any relationship to recur- 
rence of offense, \ 

Dr. Dunaif is a practicing psychiatrist 
and an instructor in psychiatry at the 
Columbia University College of Physicians 
and Surgeons, 

* * * 
Dr. Earl K. Holt, superintendent, and Dr. 
G. Donald Niswander, director of psy- 
chiatric research and education at the New 
Hampshire State Hospital, Concord, re- 
cently announced the establishment of the 
Arthur P. Noyes Institute for Neuro- 
psychiatric Research. In addition to gen- 
eral research in neuropsychiatry, the new 
institute will undertake biochemical and 
physiological investigations in the problems 
of mental illness. The institute was made 
possible by private research funds under 
the management of the hospital's board of 
trustees, 
* * * 

Suicide is second only to accidents as a 
cause of death among Yale University stu- 
dents, a recent study revealed. Of the 209 
students who died between 1920 and 1955, 
12% killed themselves. The number of 
suicides was highest in the thirties, the de- 
pression decade, lowest during and imme- 
diately following World War Il. 

Dr. Henry M. Parrish, assistant physician 
at Yale, who made the study, pointed out in 
the November issue of Public Health Re- 
ports that adequate Psychiatric counseling 
might reduce the number of suicides. 
“Promotion of mental health,” he wrote, 


“is an important function of any college 

health department, since it has been esti- 
mated that about 10% of the students need 

professional help with their’ emotional 
problems.” 

* * * 

Dr. Forrest E. Linder has been named 
director of a new U. S. Public Health Serv- 
ice program to survey the nature and extent 
"of illness and disability in the population 
each year. The survey, authorized by the 
last Congress, also will include data on 
medical services received by the ill and dis- 
abled. The last previous federal survey of 
this type was in 1936. 

Surgeon General Leroy E. Burney said 
the data obtained on health problems each 
_ year “will be of great value to all public 
and private agencies working to advance 
the nation’s health.” The Public Health 
Service plans to use scientific, door-to-door 
sampling techniques, similar to those de- 
veloped by public opinion polls, to obtain 
accurate information on the amount, dis- 
tribution and effects of illness and disa- 
bility, and the services received because of 
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q X% * * * 
' Less than 1% of New York City’s 2,000,000 
families produce more than 75% of its 


35,000 juvenile delinquents, a recent survey 

revealed. These 20,000 “hard core” 

families are not only poor but are Op- 

pressed by multiple problems including 

mental illness, says Ralph W. Whelan, ex- 

ecutive director of the New York City 
} Youth Board. 

Their pattern of living varies little and 
runs a gamut of problems: alcoholism, drug 
addiction, mental and physical illness, 
severe marital discord or desertion, neglect, 
promiscuity and economic deprivation. For 
example: 83% of the children from 13 to 
20 are or have been behavior problems, 
20.37%, of the fathers and 7.4% of the 
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mothers are alcoholics or drug addicts or 
both, and 15.8% of the mothers and 7% of 
the fathers are mentally ill. 

To cure this “focal point of social infec- 
tion” the Youth Board is negotiating to pay 
11 leading family service agencies $150,000 
a year to do remedial work with these fami- 
lies and their 60,000 children. In addition, 
the board is asking for $100,000 to expand 
its own work with the “hard core” families. 


REHABILITATION 


Delaware has set up a vocational rehabilita- 
tion program for the mentally ill. A train- 
ing center, operated at the Delaware State 
Hospital by the rehabilitation division of 
the State Board for Vocational Education, 
is offering vocational training to patients 
before their discharge from the hospital, the 
Governor Bacon Health Center, the VA 


hospital or the state welfare home. Those — 
completing the training will be ready on- 


discharge for jobs or for further training 
under the regular programs of the Office of 
Vocational Rehabilitation. i 

The mental health association's job is 
to work with the OVR in acquainting 
prospective employers with the new pro- 
gram and to obtain their help in placing 
discharged patients. 

* * * 

More than 3,000 mentally handicapped 
workers found jobs last year with the help 
of the state-federal vocational rehabilita- 
tion program. About 2,700 had been men- 
tally ill, 600 victims of mental retardation. 

With federal grants totaling almost 
$400,000 states are carrying on a variety 
of projects to rehabilitate the mentally 
disturbed and deficient, the Social Legis- 
lation Information Service reported re- 
cently, In conjunction with the Council of 
Jewish Women, Wisconsin's vocational re- 
habilitation agency operates a work adjust- 
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ment center in Milwaukee for the mentally 
retarded. ‘Though their 1Q’s range from 
76 to as low as 25, half the 41 men and 
women aided by the project during its first 
year of operation now have jobs, many for 
the first time. The others are still in train- 
ing or ready for jobs. 

Other states report similar successes. For 
example, 3-way cooperation among Ten- 
nessee’s rehabilitation agency, State De- 
partment of Mental Health and Central 
State Hospital has put 25 former mental 
patients in paid employment. 


TRAINING 


The Veterans Administration Hospital at 
Lyons, N. J., has announced the availa- 
bility of l- to 3-year residencies in psy- 
chiatry that are fully accredited by the 
American Board of Psychiatry and Neu- 
rology. The training program consists of 
lectures, conferences and seminars under 
the direction of the department of psy- 
chiatry of New York Medical College. In 
addition to intensive training intramurally 
and through rotation in special hospitals 
and clinics in the vicinity, the hospital spon- 
sors an annual institute and a series of guest 
lecturers. Training may commence at any 
time, according to Dr. M. P. Rosenblum, 
director of professional education. 
* * * 


With the appointments of Dr. Wilfred 
Bloomberg as associate director for mental 
health and of Dr. William Hurder as as- 
sistant director, the staff of the Southern 
Regional Program in Mental Health Train- 
ing and Research is now complete. ‘Their 
aim is to aid states and educational insti- 
tutions of the South in efforts to provide 
more qualified mental health personnel and 
to expand research. The program, initiated 
a few years ago at the request of the 
Southern Governors’ Conference, is a serv- 
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ice of the Southern Regional Education 
Board. 
* * * 

The Merrill-Palmer School, Detroit, has an- 
nounced its 1957 internship program in 
counseling and psychotherapy for psy- 
chologists, social workers, psychiatrists and 
marriage counselors. Applicants should be 
final-phase doctorate (post-master's in social 
work) or post-doctorate. The school be- 
lieves the established professional worker 
who wishes a year of further training and 
working with individuals and families will 
find the program especially helpful. 

Twelve academic months are spent in 
handling cases under the supervision of a 
multidisciplinary team, and in supplemen- 
tary theoretical study. The cases handled 
cover the life cycle from infancy to later 
maturity. 

The basic fellowships are $1,000 with 
allowances for dependents making possible 
a maximum of $3,600. Inquiries should be 
addressed to Dr. Aaron L. Rutledge, 71 E. 
Ferry Ave., Detroit 2. 

* * * 


For the academic year beginning September 
1957 and ending June 1958 the department 
of education of Hunter College, New York 
City, will have available a limited number 
of scholarships for graduate students, 
teachers and counselors wishing to specialize 
or continue advanced study in the field 
of special education and rehabilitation 
counseling. 

Training programs are offered in the 
education of the emotionally and socially 
handicapped and mentally retarded as well 
as the blind, partially sighted and other- 
wise handicapped. 

Candidates for the rehabilitation coun- 
seling program may qualify. for grants 
offered by the college in cooperation with 
the U. S. Department of Health, Education 
and Welfare. 
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Application forms are available from the 
Hunter College Committee on Scholarships, 
Box 574, 695 Park Ave., New York 21. 


LEGISLATION 


The Louisiana Association for Mental 
Health has published proceedings of a 
recent symposium to acquaint the public 
with new state legislation for mental health 
training and research. The 24-page book- 
let is sent free on request as one of the 
association’s services to the community. 

A new state law provides for a special 
mental health fund made up of fees paid 
by families for the care of relatives in state 
mental hospitals. From the new fund the 
state will provide fellowships for men and 
women who want training as psychiatrists, 
psychologists, social workers and nurses 
and who agree to work in state mental 
hospitals. Part of the fund will go for re- 
search into the causes and cures of mental 
illness. 

Dr. Loyd W. Rowland, executive direc- 
tor of the Louisiana Association for Mental 
Health, reported that the association and 
the State Department of Hospitals were 
jointly notifying the families of Louisiana’s 
8,000 mental hospital patients of the plan 
and urging their cooperation in making 
regular monthly payments into the fund. 

* * * 


Gov. Robert B. Meyner of New Jersey has 
signed the interstate compact on mental 
health. His is the third state to ratify this 
agreement on improved procedures for the 
transfer and treatment of the mentally ill. 
Under its terms the states recognize that 
care and treatment bear no primary rela- 
tionship to the residence or citizenship of 
the patient and that the controlling factors 
should be humanitarian rather than 
technical. 

“The New Jersey Association for Mental 
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Health has long worked to see this compact 
written into our state law books,” said 
William H. Baumer, president, “because we 
believe it is vital to continued improvement 
in our mental health program.” 


* * * 


Most state laws regulating the commitment 
of mental patients to hospitals are archaic 
and cumbersome, according to a University 
of Michigan Law School publication. 

In Current Trends in State Legislation 
Hugh A. Ross, assistant professor of law 
at Western Reserve University, charges that 
most state laws concerning the mentally ill 
retain too much of their criminal law back- 
ground and fail to recognize modern med- 
ical concepts in early preventive care. 

Pointing to the situation in some states, 
Professor Ross writes, “When a mental 
patient is ‘arrested’ by a ‘sheriff’ armed with 
a ‘warrant,’ ‘charged’ as a person ‘accused 
of insanity’ and after ‘trial,’ ‘committed’ to 
an ‘institution’ as an ‘inmate,’ it is not hard 
to see why the terminology used acts as an 
emotional shock which may seriously hinder 
treatment and recovery.” 

He cites Michigan as a state where there 
is real need for the legislature to adopt 
temporary commitment procedures designed 
to encourage early treatment of mental pa- 
tients. Though 12 states now authorize 
temporary commitment for observation and 
treatment, Professor Ross indicates that 
much legal work remains to be done in the 
twilight zone between emergency measures 
and formal judicial proceedings for long- 
term commitment. 

Noting that the legal status of hospi- 
talized mental patients is “confused and 
uncertain,” he suggests: 

| Hospitalization should not be conclusive 
or even strongly presumptive evidence of 
legal incompetence, especially in short-term 
cases. 
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E So long as a stigma attaches to mental 
illness, patients should receive legislative 
protection against publicity. 

Wm Legislators, doctors and hospital au- 
thorities should clarify the need for con- 
sent, if any, in surgery and major medical 
treatment of mental patients where there is 
substantial physical risk for the patients. 


“Those who are closest to the prospec- 
tive patient—his friends, relatives and 
family physician—will be reluctant to 
present him for treatment at an early stage 
of his illness unless the statutes spell out 
adequate provisions for release and other 
safeguards for his rights,” Professor Ross 
asserts. 

Dr. George S. Stevenson, NAMH con- 
sultant, recently pointed out that states 
would do well to model their laws govern- 
ing hospitalization of the mentally ill after 
a draft act formulated in 1950 by the U. S. 
Public Health Service and revised in 1952 
with NAMH help. In a statement prefac- 
ing the revision Dr. Stevenson observed 
that society, in depriving a mental patient 
of his freedom by committing him to a 
mental hospital, “takes on a clear obliga- 
tion” to make sure that commitment pro- 
cedures are fair and oriented toward serv- 
ice to a sick person who cannot speak for 
himself. The inclusion of psychiatric serv- 
ices in general hospitals should obviate 
the use of jails for patients awaiting hos- 
pitalization, he added. 

Another who deplores antiquated stat- 
utes is Dr. E. H. Crawfis3 In a recent 
article he stressed that “the status of the 
patient’s competency while in the hospital 
is of importance, but of much greater in- 
terest to the patient is the effect of his re- 
lease from the hospital.” He also points 
a 


1E. H. Crawfis, “Discharge from State Hospital in 
Relation to Competency,” American Journal of Psy- 
chiatry, 113(1956), 448-50. 
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out that section 21 of the draft act govern- 
ing the hospitalization of the mentally ill 
“specifically indicates that every patient re- 
tains his civil rights unless he has been ad- 
judicated incompetent and has not been 
restored to legal capacity.” 


CARE AND TREATMENT 


Five New York mental hospital directors 
are studying current patterns in the rela- 
tionship between mental hospitals and 
communities in Great Britain. The Mil- 
bank Memorial Fund is financing the study 
being carried out between January 19 and 
February 12. i 

The committee is making an intensive 
study of the Warlington Park Hospital, 
Croydon, and visiting a number of other 
rural, suburban and metropolitan hospitals 
and communities, They are conferring 
with various officials and have the advice of 
Dr. T. P. Rees, director of the Warlingham 
Park institution, who has become widely 
known for his pioneering work in develop- 
ing comprehensive community care and the 
“open hospital” principle. 

The group is seeking answers to several 
questions: How have some British mental 
hospitals achieved their “open door” 
policies and the integration of community 
services into a comprehensive pattern? How 
do these policies work in practice for the 
communities served? What changes in 
attitude or policy, by what means, have 
made it possible for the majority of patients 
to enter mental hospitals voluntarily? How 
does a large metropolis cope with the ad- 
ministrative difficulties of providing mental 
health services? To what extent is the 
success of an advanced program dependent 
upon citizen understanding and acceptance, 
and how is this achieved? Which of the 
British practices are based upon local cir- 
cumstances and which are based upon fun- 


damental principles which would be ap- 
plicable in New York State? How can these 
principles be applied here? 

On its return the committee will report 
its findings and conclusions, and recom- 
mend a specific course of action to Dr. Paul 
H. Hoch, New York State Commissioner of 
Mental Hygiene. 

Members of the study group include Dr. 
Nathan Beckenstein, Brooklyn State Hos- 
pital; Dr. Hyman Pleasure, Middletown 
State Homeopathic Hospital; Dr. Francis J. 
O'Neill, Central Islip State Hospital; Dr. 
Herman Snow, St. Lawrence State Hospital; 
Dr. Christopher F. Terrence, Rochester 
State Hospital, and Dr. Robert C. Hunt, 
assistant commissioner. 


MEETINGS 


A round-table discussion titled “World 
Problems and Our Skills” will be co- 
sponsored by the World Federation for 
Mental Health and the American Ortho- 
psychiatric Association at the Hotel Sher- 
man, Chicago, March 6. The discussion 
will focus on WFMH activities. 

Panelists will include Dr. Margaret 
Mead, WFMH president, Dr. John R. 
Rees, director, and Dr. Otto Klineberg, 
Columbia University psychologist, with 
Fred K. Hoehler, of Chicago, as chairman. 

The meeting will be open to all members 
of the two sponsoring organizations and 
the American Association of Psychiatric 
Clinics for Children, as well as to others in 
Chicago for the AOA convention. 

The World Federation for Mental Health 
will hold its 10th annual congress in 
Copenhagen August 11-17 with the Danish 
Society for Mental Hygiene as host. The 
theme will be “Growing Up in a Changing 
World.” Papers will give attention to the 
effects of social welfare services on the fam- 
ily, the prevention of juvenile delinquency 
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with special reference to the work of chil- 
dren’s courts, child guidance, relationships 
between parents and children, school psy- 
chological services, and what the phrase “a 
changing world” connotes in different 
countries. 

At the 9th congress in West Berlin last 
summer, Dr. Mead emphasized that atten- 
tion must be paid to the mental health of 
world leaders who can decide disaster or 
prosperity for the human race. The prin- 
cipal international implication of mental 
health, she pointed out, lies in the mental 
health of individual statesmen and diplo- 
mats in whose hands rest the preparations 
for peace and war. 

* * * 


Charged by their leaders with the job of 
recruiting a citizens’ army against mental 
illness, the National Association for Mental 
Health has set in motion an intensive cam- 
paign of organization and public education. 
Convening November 29 to December 1 in 
Washington, D. C. for their 6th annual 
meeting, 443 delegates from 37 states, 
Alaska and Hawaii—and guests from 
Canada—endorsed a 4-point program giving 
all citizens an opportunity to participate in 
shaping the future of the mental health 
movement. The program, outlined by Dr. 
Paul V. Lemkau of New York, NAMH 
board member, calls for: 

m The formation in every community of 
a mental health association in which all 
citizens can enroll. 

m Organized efforts to achieve adequate 


care and treatment for the 750,000 men and 
women now in hospitals because of mental 


illness. 


m The organization of community services 
for the mentally ill and their families. 


m Full cooperation with other community 
groups in promoting mental health. 


157 


Decision to rouse the entire country for 
all-out service to the mentally ill came on 
the heels of a warning that the medical pro- 
fession cannot conduct the fight against 
mental illness without widespread public 
backing. Keynoting the convention, Dr. 
Winfred Overholser, superintendent of St. 
Elizabeths Hospital, Washington, said the 
public must support more research, train- 
ing, treatment, rehabilitation and preven- 
tion if the nation is to avert “constant 
growth in the mental hospital population, 
continued overcrowding, further building, 
wastage of human beings and a crushing 
financial burden to the taxpayer.” 

In a climactic speech on the same theme, 
Dr. William C. Menninger, renowned psy- 
chiatrist, told NAMH members that “the 
future of the mental health movement in 
this country is right in this room” and 
urged them to mobilize “vast resources of 
interest, manpower and money” in a tre- 
mendous citizens’ army against mental 
illness. 

Following Dr. Lemkau’s introduction of 
the 4-point plan, three speakers analyzed 
mental health association objectives from 
three points of view—local, state and 
national, 

Mrs. Arthur Ackerman, president of the 
Union County (N. J) Association for 
Mental Health, predicted that the mental 
health movement will grow to the degree 
that local and state mental health associa- 
tions and the National Association for 
Mental Health recognize their interde- 
pendence and coordinate their activities, 

The president of the Alabama Associa- 
tion for Mental Health, Paul Johnston, 
Birmingham attorney, voiced the view that 
State associations could best serve local 
associations by helping them develop opera- 
tional efficiency based on sound bylaws and 
budgets, by consulting them on services, 
and by providing guidance and materials, 
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Miss Mary McDonald, assistant director 
of NAMH field service, pointed out that the 
national office of NAMH serves the state 
associations, and through them the local 
associations, in five ways: 


@ By supplying expert guidance on com- 
munity organization, volunteer services, 
public information, education, psychiatric 
services and fund-raising. 


@ By carrying on a national year-round 
publicity program using TV, radio, news- 
papers, magazines, speakers and exhibits, 
and by providing materials for local 
publicity. 

@ By administering a series of awards, in- 
cluding grants for research, the National 
Mental Health Bell Award for newspapers 


and individual honors for outstanding psy- 
chiatric aides. 


m By supplying educational publications, 
films and plays, along with technical guid- 
ance on their use. 


@ By maintaining productive relationships 
at the national level with governmental, 
professional and civic organizations. 


Agreed on a clear definition of where to 
throw their forces in the fight against 
mental illness, delegates spent a day and 
a half in working out plans for the nation- 
wide program, 

Discussions centered on the most effec- 
tive techniques for recruiting and develop- 
ing local and state boards and committees, 
identifying community needs and resources, 
recognizing outstanding service by both 
paid and volunteer workers, establishing 
and maintaining effective relationships with 
hospitals and public officials bearing first- 
line responsibility for the mentally ill, 
working for the establishment of psychiatric 
services in general hospitals, instituting dis- 
cussions of mental health with such groups 
as PTAs, service clubs and industrial per- 
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sonnel, and related services provided by 
mental health associations. 

Final sessions of the 3-day meeting 
focused on research, fund-raising and pub- 
lic relations. 

Dr. William Malamud, professor of psy- 
chiatry at Boston University School of 
Medicine, said science now has the knowl- 
edge with which to develop a program for 
the prevention of schizophrenia, most 
devastating mental disease. He also an- 
nounced that the Supreme Council, 33rd 
Degree Scottish Rite Freemasonry, North- 
ern Masonic Jurisdiction, had made a grant 
of $100,000 for the coming year’s work on 
a 22-project schizophrenia research pro- 
gram directed through the National Asso- 
ciation for Mental Health. A $100,000 
grant was also received from the Southern 
Masonic Jurisdiction. 

Discussing progress in research, Albert 
Deutsch, noted author and science writer, 
warned against giving the public “the 
false impression that the big one-shot cure 
for mental disease is just around the 
corner.” The public must be made aware, 
he said, of the “very great problems” await- 
ing solution. 

As chairman of a panel discussion on 
fund-raising, Richard P. Swigart, NAMH 
executive director, reported steady growth 
in the annual Mental Health Campaign— 
from $500,000 in 1953 to $3,000,000 this 
year—but said results were still “far below 
our real potential.” 

In the session on public relations Richard 
M. Pack, vice-president in charge of pro- 
gramming for the Westinghouse Broadcast- 
ing Company, challenged newspapers to 
engage with broadcasting in a friendly com- 
petition in telling the public about the 
problem of mental illness. He stressed that 
publicizing the nation’s #1 health problem 
is a 365-day job, year in and year out, for 
everyone in the communications industry. 
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He applauded the announcement that the 
Advertising Council of America had agreed 
to undertake a broad educational campaign 
on mental health. 

Calling for good working relationships 
between mental health associations and the 
press, Charles Green, Texas newspaper ex- 
ecutive, emphasized the need for showing 
the public, preferably with full-page picture 
articles, that mental institutions should be 
hospitals and not storehouses. 

Quoting Victor Hugo's observation that 
“nothing on earth is so powerful as an idea 
whose time has come,” Philip E. Ryan, ex- 
ecutive director of the National Health 
Council, noted that the time is ripe in the 
search for solutions to the problem of men- 
tal illness. Hope is the key word today, he 
said, hope in research, treatment and 
recovery. 

A silver Mental Health Bell was awarded 
to CBS for outstanding service in the fight 
against mental illness, particularly for the 
epochal TV film, “Out of Darkness.” The 
banquet closed on a final high note, the first 
national presentation by an American 
Theatre Wing cast of “Return to Thine 
Own House,” a play by Nora Stirling about 
a young man’s recovery from mental illness 
and his return home to his wife and 
daughter. 

* * * 
The first Caribbean Conference on Mental 
Health will be held March 14-19 in Aruba, 
the Netherlands Antilles, with the Aruba 
Society for Mental Health as host. Dr. 
John R. Rees, director of the World Fed- 
eration for Mental Health, is chairman. 
Those attending will consider the possi- 
bility of organizing a Caribbean Federation 
of Mental Health Societies. 

* * * 


The Philadelphia Bulletin’s civic service 
committee sparked a day-long conference 
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on mental health problems last fall for 
nearly 500 leaders headed by Governor 
George M. Leader and including represen- 
tatives of 1,600 civic groups. 

The theme was “Mental Health: Your 
Community in Action.” Officials of Penn- 
sylvania Mental Health, Inc., and the 
Southeastern Pennsylvania Mental Health 
Association took an active part. 

Moderating a panel discussion of prob- 
lems facing the discharged mental patient, 
Max Silverstein, PMH executive director, 
urged prospective employers to stress the 
patient’s ability, not his disability. Richard 
C. Hunter, executive director of the South- 
eastern Pennsylvania MHA, also empha- 
sized the importance to recovered patients 
of community acceptance. 

Other workshops focused on the role of 
the volunteer in mental health, emotional 
problems of childhood and youth and men- 
tal health education. 

Governor Leader assured the conference 
that Pennsylvania had started to find “the 
bricks and brains” that will build better 
mental health for all. He said the four 
major cornerstones of the state’s plan were: 
@ Clinics and mental health services for 
preventive diagnoses and care in every com- 
munity so that many men and women with 
emotional disturbances will be able to live 
at home while under treatment. 

@ Improved state mental hospitals. 

H State and community cooperation in de- 
veloping social rehabilitation measures that 
will ease the mental patient’s adjustment 
when he leaves the hospital. 

@ Research “that will attack mental illness 
at its roots, that will search for new cures 
and new methods, that will try to answer 
the questions of mental illness.” 

Charles H. Frazier, president of Penn- 

sylvania Mental Health, Inc., pledged the 
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full support of PMH and its local associa- 
tions in carrying out the proposed program, 
He congratulated state officials for their 
“far-sighted and vigorous action” and 
pointed out that “now it is up to all of us 
to work for concrete results.” 


PUBLICATIONS 


As part of a new program of direct services 
to the mentally ill and their families the 
National Association for Mental Health is 
issuing 100,000 copies of a revised edition 
of Mental Illness—A Guide for the Family. 
The guide, first published in 1942 and now 
considered a classic in its field, has been 
completely revised by its author, journalist 
Edith Stern. Copies are available for 50¢ 
each from any state mental health associa- 
tion or from the National Association for 
Mental Health, 10 Columbus Circle, New 
York 19. 

By special arrangement with the NAMH, 
Harper & Brothers will publish a hard-cover 
edition of the book in the early spring. 


* * * 


The World Health Organization has pub- 
lished the first report of its expert commit- 
tee on psychiatric nursing. ‘The report 
traces the various stages of psychiatric care 
from the confinement of the patient to his 
re-establishment in the community, empha- 
sizing throughout the role played by the 
psychiatric nurse. Current trends depict 
her function as more therapeutic and less 
custodial than in the past. 

Pointing up the shortage of nurses, which 
has reached a critical stage in many state 
hospitals, one section of the pamphlet deals 
with psychiatric nursing education. 

Copies are available from WHO, Palais 
des Nations, Geneva, Switzerland, for 30¢ 
each. 
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HARRY A. WILMER, CDR, MC, USNR 


People need people 


A therapeutic community in a 


Vics: 


A young man is sitting in a group of 25 pa- 
tients gathered around a doctor at the U. S. 
Naval Hospital in Oakland, Calif. In the 
group also sit hospital corpsmen, nurses, a 
social worker and a clinical psychologist. 
This is the community of people—patients 
and staff—in which the man will begin to 
recover from his first psychotic break. His 
chart bears a label: “Schizophrenic reaction, 
paranoid, acute, severe, $3007.” This is 
the admission ward of the psychiatric serv- 
ice, where patients remain for 10 days before 
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At present Commander Wilmer is assigned to the 
Naval Medical Research Institute, National Naval 
Medical Center, Bethesda, Md. There he is writing 
a book on social psychiatry based on the deeply-felt 
experience described in this paper. The opinions 
and assertions expressed in this paper are Com- 
mander Wilmer’s own and are not to be construed 
as official or reflecting the views of the Navy Depart- 
ment or the Naval service at large. 
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Navy psychiatric ward 


being assigned either to locked or unlocked 
wards. It isa period of indoctrination and 
adjustment to the hospital and to their 
status as psychiatric patients. 

This young man is sitting now in a large 
ward with 17 beds lined in a row along 
each side. In the group are almost all the 
professional and non-professional people he 
will see during the day. The group is quiet 
—for 10 minutes no one speaks. It brings 
to mind a Quaker meeting. People are very 
much aware of people. The staff observes 
the patients; the patients observe the staff. 
Half a dozen of them are hearing voices of 
people who are not there. These hallucina- 
tory voices call the “hearer” names, tell 
him to do things or tell him that things are 
going to happen to him, or whisper his 
name, like his mother’s voice coming out of 
the night when he was a child. 

All these patients are locked up in a 
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“closed” psychiatric ward of which I am the 
ward medical officer. They are seamen and 
rated sailors, privates and rated marines, 
staff sergeants, chiefs and today there are 
two naval officers. They are all patients 
together, though they have not forgotten 
their military status. They have gathered 
for their daily community meeting—a spe- 
cial sort of group therapy—a meeting that 
lasts 45 minutes and is held at the same 
time six days a week. On one occasion the 
entire time passed in total silence. Usually 
the sessions are quite lively and often follow 
the threads of ideas from day to day. 

This young man, who previously had been 
considered violent, suicidal and homicidal, 
who has spent the better part of his previous 
hospital stays locked alone in a cell called 
a “quiet room” where he could converse 
alone with his voices, undisturbed by the 
voices of reality, unbothered by real people 
whom he could see, touch, speak to, eat with 
and listen to, is now in a group. The 
silence presses in upon him although this is 

_ his first meeting, he having arrived from the 
Far East by airplane only yesterday, his 
wrists in leather restraints, tied by a waist 
restraint to the litter, his feet bound to- 
gether. 

When he had been brought to this ward 
he was at once untied, for restraints were 
never used here. Walking toward the ward, 
he had looked into the sinister little slot- 
like windows of two former “quiet rooms.” 
One was now full of office furniture; the 
other contained a piano and other musical 
instruments. “We don’t use the quiet rooms 
on this ward,” the nurse said softly, 
matter-of-factly, to him. He looked doubt- 
ing. For a few days it was his privilege to 
doubt. 

Patients sense at once falseness and in- 
sincerity. Every patient admitted to the 
ward is seen within an hour by the ward 
medical officer if he is in the hospital, this 
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despite days when 10 to 18 new patients 
are admitted at one time. There is a list on 
the ward bulletin board for patients who 
want to see the doctor individually. Pa- 
tients write their names and are seen within 
48 hours, and their names are conspicuously 
checked off for all to see. In this way it is 
impossible to promise to see a patient and 
to forget. 

Suddenly, in the group meeting, he felt 
comfortable enough to talk about the 
“voices.” Looking at the doctor but talk- 
ing to the patients, he said, quivering with 
excitement, “God tells me I have to go 
home to save my brother and my father. 
He talks to me and says if I don’t get home 
in two days it will be too late. My brother 
is going to do something terrible and I 
must go to my father because I have done 
bad things—I must save them... .” 

From the attentive, silent group suddenly 
he is interrupted by the staccato voice of a 
Marine corporal. 

“And yourself.” 

He thinks, Yeah, and me too. 

Another patient speaks up. “What’s the 
hurry? You're a patient like the rest of us. 
Wouldn’t it be better to get well first here, 
and then go home to help others?” 

He thinks, Get well... . He wonders, for 
he doesn’t believe he is sick. 

“But God tells me—” 

“Then pray,” commands an old Navy 
chief. “When Ike was sick, the nation 
prayed and he recovered. There is power 
in prayer.” 

“Ya gotta look out for number one, 
buddy, before the others,” says a young 
angry Marine out of the side of his mouth. 

“The question is,” interrupts another, 
looking at the angry patient, “are we our 
brother's keeper?” 

“But there's nothing wrong with me,” 
says the first young man. The laughter is 
easy and friendly. He blushes and wonders. 
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Silence falls on the group, and after awhile 
the doctor breaks it. “Yes,” he says, “are we 
our brothers’ keepers?” 

“Who are our brothers?” asks a Negro 
sailor. 

“Yeah, that’s a good question—aren’t we 
all?” says a shy young man. 

The first young man speaks again. “My 
brother will die if I don’t get home in two 
days.” 

“You could be wrong,” says another pa- 
tient. 

“Could I?” He speaks more to himself, 
then adds, “but the voices—they couldn’t 
be wrong!” 

“Could bel” Another schizophrenic pa- 
tient sings out the words between his own 
hallucinatory voices, then retreats into his 
shadows and voices again. The face of the 
first young man shows a momentary flash 
of doubt, but he is silent. 

Like alcoholics talking to alcoholics in 
AA meetings, here the mentally ill talk to 
the mentally ill in a way a doctor probably 
never could. The group continues talking 
and the doctor listens. But he is thinking 

. thinking that the patient who said 
“could be” had not spoken a word for five 
days to anyone; thinking that on a patient’s 
first day on this ward he felt free to begin 
a group discussion talking about voices; 
and no one in the group ridiculed or 
laughed at him, joked or tried to argue him 
out of his strange experience. They had, 
rather, dealt with the meaningful content 
of the messages he was receiving: about 
helping and praying, about impatience and 
waiting, about accepting the reality of “not 
yet” and “here and now.” They were per- 
suading and gently arguing with him. 
‘These men, with an average schooling not 
beyond the 10th grade, were talking like 
sophisticated therapists—kindly, intuitively, 
honestly, firmly. And some were silent and 
some sicker than he. 
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Then, in the listening corner of his mind, 
the psychiatrist heard the topic change to 
“good and evil” and heard another patient 
say with great feeling, “I am evil. I am 
bad, worthless. I have never been good for 
anyone. I don’t deserve to live!” 

“In whose eyes, Roger,” come the soft- 
spoken tones of another patient, “did you 
have to debase yourself as a child?” 

“Bang!” says a schizophrenic patient sup- 
posedly living in another world. 

“Bull’s-eye,” Roger says, with an uneasy 
laugh, and begins talking about his father. 

So the group moves to its end. After- 
ward the staff gather in the psychiatrist's 
office for their daily half-hour meeting to 
discuss the group and its patients. They 
read the letter from the night crew telling 
how the ward had been in the night watch. 
During the staff meeting the patients gather 
in clusters on the ward and continue the 
discussion or talk about the staff. Such fre- 
quent meetings permit feelings to come out 
into words before they erupt in actions. 

This is the day’s beginning on a receiving 
ward in a Navy psychiatric hospital. It is 
the bringing together of people. It is an 
understanding of what Robert Frost meant 
when he wrote: ; 


“Something there is that doesn’t love a wall, 
That wants it down!” ; 


Its simple premise is that to live a good life, 
people need people; that to recover from 
mental illness, people need people even 
more; that the good in a man must be en- 
couraged, fostered and approved, or else 
someone will exploit the bad. Except in ex- 
treme emergency, to isolate people in 
padded or unpadded cells makes them 
sicker; to restrain them makes them afraid, 
angry and more aggressive; to sedate them 
with sleeping medicine confounds and com- 
pounds their confusion. A sense of belong- 
ing, of relatedness, of togetherness can never 
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come out of a patient's withdrawal, for we 
must find the areas where he can be reached 
and give him a helping hand, not push 
him farther into his sickness. We must 
not drive him to aggressive acts by unneces- 
sary restrictions, limitations, locks and 
small closed places, by innumerable small 
acts that only mean we cannot trust him 
and therefore he has good reason to doubt 
his own self-trust. 


The community meetings and the meth- 
ods of psychiatric hospital treatment were 
called the “therapeutic community” in 
a book by the English psychiatrist Max- 
well Jones. In this concept, all the patient's 
time in the hospital, 24 hours a day, is con- 
sidered therapy. 

Early in 1955 the Navy sent me to Eng- 
land, where I revisited three famous mental 
hospitals near London which I had first 
seen in 1950. Dr. Tom Main at the Cassel 
Hospital operates an unlocked neurosis 
hospital. Pre-school children live in rooms 
with their mothers. It is a democratic hos- 
pital in which the roles and attitudes of the 
staff are under as intense scrutiny as the 
patients’. Here they had learned that often 
sleeping pills are given to anxious patients 
because we doctors and nurses cannot tol- 
erate our own anxiety. Unwilling to allow 
our patients to face sleepless nights because 
they may make our nights sleepless, we put 
them to sleep. At Cassel Hospital sleeping 
medication has largely been discontinued. 

Dr. Main’s experience in a military hos- 
pital in World War II he described in an 
article as experience in “a therapeutic in- 
stitution.” 

The second English hospital is Warling- 
ham Park, where Dr. T. P. Rees runs a 
famous state hospital with no locks; it has 
a capacity of over 1,000 patients. There is 
intensive group therapy and emphasis on 


166 


the hospital as a community. “No locks?” 
I asked. “What do you do if a patient gets 
violent?” Dr. Rees regarded me over his 
crescent-shaped glasses and replied, “They 
don’t.” It is difficult to say what I most 
truly learned from Dr. Rees but it was prob- 
ably trust in people, whether or not they 
are psychotic; and also that patients must be 
able to trust the staff. It was clear to Dr. 
Rees, as it became clear to me, that occa- 
sionally patients are locked up not in the 
interest of therapy but punitively. 

At Belmont Hospital, Dr. Maxwell Jones 
operates an unlocked social rehabilitation 
unit as a therapeutic community for psycho- — 
paths. Most of his patients are the social 
failures—the thieves, prostitutes, delin- 
quents and criminals from London, sent by 
the courts. Here they are treated with 
humane dignity. They are particularly 
freed from their slavery and bondage to 
dissocial and antisocial behavior. A ma- 
jority have been chronically unemployed 
but a significant percent are returned to 
society to hold steady jobs. It is here that 
the therapeutic community functions at its 
exciting zenith. The element of trust is the 
highest goal where there is striving for open 
and free communication between patients 
and staff, staff and patients and within each 
group. The idea is that there should be a 
feedback of all information in the commu- 
nity, a verbal sharing. 

There was value in daily community 
meetings, of daily staff meetings. What 
skilled therapists, what gentle, perceptive, 
penetrating helpers patients can be to each 
other! And what great value was Dr. 
Jones’ corps of non-professional young — 
women trained as “social therapists.” 

The dignity and freedom conferred on 
the “worst” of people was quickly earned 
here. The group culture demands of its 
members and gets a high degree of good 
behavior and a high degree of social con- 


formity, Here patients who for 20 to 30 
years have failed to realize the social conse- 
quences of their behavior (that is, that 
when they do or say something it has reper- 
cussions in other people), who have failed 
to mature, remain for intensive treatment 
for six months to a year. During this time 
emphasis is placed upon group living, group 
meetings and meaningful work: carpentry, 
painting, gardening, tailoring, maintenance, 
etc. These people who have been destruc- 
tive in society are subjected to intensive 
therapy in a sort of “pressure cooker” way, 
accomplishing in a short period what long- 
time conventional treatment would do. 

Dr. Jones is a man utterly dedicated to his 
work. He is showing to those who can 
see that the belligerent psychopath, under 
favorable circumstances, will behave as you 
might hope he would. 


These ideas and feelings (and many more) 
I brought back to the U. S. Naval Hospital 
at Oakland. There Capt. D. C. Gaede, 
chief of the neuropsychiatric service, as- 
signed me to the locked receiving ward of 
34 beds housed in a temporary wooden 
structure. Instructions were simple: In ad- 
dition to carrying the routine responsibili- 
ties of a medical officer on a locked receiving 
ward, I was free to organize the unit as I 
wished. 

The staff of the receiving ward was called 
together and told the plan: Eliminate the 
use of seclusion rooms; eliminate so far as 
possible all sleeping medication and all in- 
travenous and intramuscular injection of 
barbiturates; no physical restraints of any 
kind would be tolerated on the ward—no 
restraining beds, belts, ties, cuffs, cold packs 
or locked rooms. There would be daily 
community and staff meetings. 

“What will we do if someone becomes 
violent?” they wanted to know. 
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“They won't,” I replied with borrowed 
conviction. 

One of the healthy contributions of mili- 
tary psychiatry is its saying to patients: “It's 
your problem, face it’; civilian psychiatry 
often says: “It’s your problem, solve it.” The 
difference is subtle but enormous. To 
face a problem involves other people, social 
group experience. A soldier sent back to the 
front line, though his anxiety be under only 
moderate control, may not solve his prob- 
lem, but “sure as shooting” he will have to 
face it and face his own group. Moreover, 
he is sent back with the expressed or tacit 
encouragement that someone important 
“believes he can do it,” that is, “believes he 
can control himself when he fears he is 
going to go to pieces.” 

The relationship of this to our non-use 
of restraint and the seclusion room is ob- 
vious. When a patient says he cannot con- 
trol himself, he is afraid he is going crazy 
and will do something terrible, we are not 
frightened; neither do we act to confirm 
his testing words of fear. We do not put 
him in a quiet room where he has a “per- 
fect right” to act crazy. Rather, we demand 
of him a return to community life, telling 
him that nothing will happen, he will not 
lose control of himself. But the validity of 
the proposition is directly proportional to 
one’s belief in it. If you don’t believe it, 
it won't work. If the doctor doesn’t work 
closely with the nurses and corpsmen until 
they believe it, it won't work. There is 
nothing magic about good human behavior 
—it simply takes a lot of hard work, belief 
in people, caring for people. 


Between July of 1955 and April of 1956 
when the experiment was discontinued, 939 
patients passed through the acute receiving 
ward, remaining for an average stay of 10 
days. This was a constantly changing group 


167 


with 44.4% suffering from psychoses, 26.6% 
from psychoneuroses, 28.3% from character 
and personality disorders and 0.7% from 
acute situational maladjustment. For the 
first four months we used the new tranquil- 
izing drugs sparingly (in 10.8% of the pa- 
tients), for we wanted to know whether the 
therapeutic community would work mainly 
by human efforts. When we found it 
would we began to use increasing amounts 
of these drugs, so that in the last four 
months of the study 27.9% of the psychotic 
patients were on these drugs at a given time. 
The drugs had limited but real value. 

Not once did I find it necessary to 
put a patient in a seclusion room or to 
restrain him. Only three times did I find it 
necessary to give barbiturates by injection 
(to two patients with catatonic excitement 
and to one in an alcoholic psychotic furor). 
On five occasions the officer of the day put 
a patient in a seclusion room during the 
night, but the patient was promptly re- 
moved the next morning when I arrived at 
the ward. Chemical restraint was not sub- 
stituted for physical restraint; rather, self- 
control was fostered in place of being 
controlled. In the first month of the thera- 
peutic community 58 sleeping pills were 
given; by the fourth month this had been 
reduced to 6, 

In the four months preceding the opera- 
tion of the therapeutic community 440 pa- 
tients were admitted to this ward and were 
given 314 oral or parenteral doses of 
barbiturates. In the last four months of 
the study 443 patients were admitted and 
received 29 oral or parenteral doses of bar- 
biturates, most of these ordered by the 
officer of the day. 

Night-time is a time of fears and insomnia 
and is best dealt with by talking to the 
patient. If one expects largely to eliminate 
sleeping pills—because of developing de- 
pendency on them, of thus allowing the pa- 
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tient to escape his conflict and the staff to 
assuage their own anxiety; because they fre- 
quently represent an indulgence by the 
staff, a gift easier given than denied; be- 
cause it is part of the magic omnipotent po- 
tion doctors dispense—it is better to under- 
stand the need for them than to give them, 
for with understanding and firmness the 
need diminishes and then disappears. 

A patient who was brought to us in a 
camisole, having, according to his record, 
“torn up two hospitals and one brig,” im 
plored “put me in the quiet room or knock 
me out with medicine,” claiming he was 
going to go berserk, going to kill somebody, 
throw a chair or do something violent and 
desperate. He was told that he wasn’t go- 
ing to do anything of the kind, that we 
were going to help him control himself. He 
developed a severe headache from time to 
time on our ward and talked frequently 
about going berserk, but after 10 days he 
realized that he was quite responsible for 
his would-be violent actions. He no longer 
needed to convince anyone of his great un- 
controllable strength, for we had shown him 
it took greater strength and greater courage 
to control violence than to unleash it. As 
a matter of fact, he was an exceedingly 
well-behaved patient. He had the best con- 
ceivable proof he was not going berserk: he 
didn’t. 

As week after week went by it became 
clear to all of us on the staff that something 
more than meetings was taking place. It 
was not merely the transformation of a 
ward once disturbed with occasional vio- 
lence, and people in quiet rooms exhausting 
themselves, destroying property. 

We encountered many trying circum- 
stances. We dealt with almost a thousand 
patients over ten months. One patient re- 
quired electroshock treatment while on this 
ward; one made an ineffectual suicidal 
gesture (a very depressed patient who had 
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been transferred to our ward from another 
psychiatric ward in our hospital); we found 
it necessary to sedate three patients by in- 
jection; I prescribed sleeping pills a dozen 
times or so. The new drugs helped but did 
not account for the results. Two corpsmen 
were struck. Neither retaliated but stood 
firm, quieted the patient and were not 
struck again. One very psychotic, terrified, 
delusional patient, while being admitted to` 
the ward and still in his uniform, swung at 
me. He did not hurt or frighten me but 
startled and surprised me. He was terribly 
sick and delusional; the staff and patients 
worked endlessly with him but it took them 
three days to persuade him even to eat with 
the other patients. 

It is possible that for a very sick patient 
or some “criminally insane,” seclusion 
would be a necessary emergency measure. 
But this would not change the basic con- 
cept. Flexible therapy, not rigidity, forms 
the essence of the therapeutic community; 
also honesty, empathy, trust and a sincere 
desire to help people. Without these, no 
amount of technique, no deep knowledge of 
theory will make it work. It can work 
only with the cooperation of nurses and 
corpsmen and only when the doctor makes 
them a part of the group. It can work only 
when there is belief that there is always 
another and a better way. 


SUMMARY 


A therapeutic community on a receiving 
ward of a psychiatric treatment center at 
the U. S. Naval Hospital, Oakland, has been 
described. Almost 1,000 patients were ad- 
mitted, 44% of them psychotic. Patients 
remained for 10 days. No restraints were 
used; barbiturates were used sparingly, 
ataractic drugs occasionally. The seclusion 
room was not found necessary. 
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This is presented not as a panacea but as 
one of many possible contributions of social 
psychiatry, While we have cited a few 
dramatic illustrations the day by day work 
was rather simple, friendly and “a job of 
work.” Usually the ward looked and 
sounded like any medical or surgical ward, 
and the majority of patients were rational 
though often anxious or depressed. 
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C. DOUGLAS DARLING, M.D. 


The multidisciplinary approach 


to the solution of 


student mental health problems 


Before describing the multidisciplinary ap- 
proach I would like to mention the frame- 
work within which efforts along this line 
should be established. 

The multidisciplinary approach to the 
solution of college mental health problems 
includes two main objectives. One is the 
care and treatment of acute emotional dis- 
orders which come in one way or another to 
the attention of the mental health agency 
of the student medical service. These cases 
could be designated as “emergency psychi- 
atric practice.” Students with emotional 
difficulties land on the doorstep of the men- 
tal health division of the clinic and urgently 
demand attention. These cases are well 
known to all and it will not be necessary at 


—_———————————— 
Dr. Darling, who is director of the mental health 
division of Cornell University’s department of 
clinical and preventive medicine, presented this 
paper in Minneapolis in May 1956 at the annual 
meeting of the American College Health Association. 
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this time to specify the various types of stu- 
dent mental health problems nor to go into 
detail about the several sources of referral 
of these cases. Individuals so referred have 
emotional problems needing diagnosis and 
treatment and/or diagnosis and referral. 
It is not unusual, however, for individuals 
having problems to affect others living in 
the college community. This raises for brief 
consideration the second objective of the 
multidisciplinary approach. Social reper- 
cussions of individual problems occur more 
often than not in a college setting and 
affect the health of the group. The public 
health implication of emotional illness must 
be recognized in our concern for total 
health. There is a parallel for this if we 
look for a moment at physical health, where 
precedents are already established. In the 
earlier days of student health, emphasis was 
placed almost exclusively on preventive and 
remedial aspects of physical health in col- 
lege instead of on clinical care. In many 


universities this is no longer the case. It is 
now commonly accepted that one objective 
without the other is quite ineffective where 
physical health is concerned. 

In college psychiatry, which has neces- 
sarily grown like Topsy, clinical services 
have been and still must be the core of a 
mental health program. I believe, how- 
ever, that we are in a position to recognize 
the true prevalence of emotional disorder 
and to try to apply the principles of epi- 
demiology and preventive psychiatry to im- 
prove the over-all health of the group. In 
other words, we should accept responsibility 
for the total public health of the college 
community. 

This is a large task. We get some con- 
crete implications of what this might mean 
from progress reports made at American 
Psychiatric Association meetings in May 
1955 on two research projects studying the 
incidence of emotional disorder in the com- 
munity, Rennie reported on a sample of 
200,000 persons in New York City. Only 
15% were considered to be completely free 
of neuropsychiatric symptoms. Of the 85% 
with symptoms, 5% had been hospitalized 
for inability to function in the community, 
10% were severely handicapped, 20% had 
moderate symptoms which did not seriously 
interfere with work and social adjustment 
and 50% had mild symptoms without no- 
ticeable social and economic disability. 

Dorothea Leighton’ reported studies 
done in a rural community. About half 
the sample interviewed were found to have 
neurotic symptoms, 1% were considered 
psychotic and in only 15% were no mental 
difficulties discovered. 

No similar study on a college campus is 
available. Such a study is much needed and 
would undoubtedly produce some interest- 
ing data. The studies of Rennie and 
Leighton only confirm, however, what most 
of us in mental health work have already 
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expected was the case. We know that there 
are many more emotionally handicapped 
students on campus than are now seen in 
the student mental health clinic. Some 
attempts are currently being made to find 
these people in sifting the health records of 
the entering classes, and there are other 
efforts with mass psychological testing. Sim- 
ilar processes could be inaugurated for the 
whole student body if sufficient personnel 
were available to treat the handicapped in- 
dividuals once they were found. There is 
precedence for this in the history of student 
health. Programs on campus have been ef- 
fective in identifying physical defects and 
steps have been inaugurated to provide 
treatment for these defects once discovered. 
Thus public health measures for physical 
health are well known in the college com- 
munity. 

It would be possible to conceive of the 
college campus as one special community in 
which full mental health services might be 
supplied. This would include comprehen- 
sive clinical care and full preventive psychi- 
atric programs including teaching, psycho- 
logical screening, routine consultation for 
academic difficulty, vocational guidance, 
professional consultation to college person- 
nel, psychiatric services for faculty and so 
on. 

Not only would such a program con- 
tribute concretely to present educational ob- 
jectives but it would serve as a pattern for 
the general community once the value of 
such comprehensive services became gen- 
erally recognized. f 

That such a program would be expensive 
there is no doubt. That the contributions 
which could be made to education would be 
most valuable there is also no doubt. That 


1 Dorothea C. Leighton, “The Distribution of Psy- 
chiatric Symptoms in a Small Town,” American 
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such a program would be accepted by stu- 
dents and administration there is in my 
opinion no doubt. -This acceptance has 
been demonstrated in recent years in the 
demand for clinical services. Demands on 
existing college mental health services are 
increasingly heavy and there is no end in 
sight. 

The matter of financing such a program 
as the one briefly suggested is no easy task. 
Let me say in passing that the large expense 
of establishing a full mental program in 
colleges should not negate the principle that 
such a program is needed and worth while. 
What is best for the health of the individual 
must eventually come about. 


Because I am most familiar with the mul- 
tidisciplinary pattern now in effect at 
Cornell University I am going to describe 
in some detail the organization and func- 
tion of the mental health clinic in the 
Cornell student medical service. This men- 
tal health clinic has evolved gradually. 
From the very earliest days of student health 
at Cornell some psychiatric consultation has 
been available; for almost 20 years a full 
time psychiatrist has been a member of the 
medical staff. Ten years ago the services 
of a psychiatric social worker were added. 
For five years a full clinic team of psychi- 
atrist, clinical psychologist and psychiatric 
social worker has served Cornell students. 

It is fully recognized that there are other 
ways to supply mental health services to col- 
leges and universities. Because I describe 
in this paper the present Cornell organiza- 
tion in some detail I do not mean to imply 
that this procedure is necessarily the best 
for every college or university. Our experi- 
ence has proved that this clinical organiza- 
tion works well and is the method of choice 
in meeting our needs, 

The mental health clinic at Cornell is 
part and parcel of the general student medi- 
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cal clinic. Such an intimate organizational 
relationship automatically answers many 
questions for the student. The matter of 
quality of service and professional attitudes 
is taken for granted. So also is the fact that 
the services are primarily and specifically 
designed for him. Some of the stature of 
the general medical services spills over onto 
mental health services and this is welcome. 
Consulting services among the medical staff 
are expedited. It is our firm belief that 
the multidisciplinary approach should first 
include close relationships between the gen- 
eral medical disciplines and the mental 
health disciplines. This is best achieved 
when the mental health clinic is an integral 
part of the student medical service. 

Close cooperation between the three dis- 
ciplines of psychiatry, clinical psychology 
and psychiatric social work are necessary 
for optimum results. Combinations and 
additions within these disciplines can be 
developed depending on the patient load 
and the mental health budget. Frequently 
more than a single psychologist and a single 
social worker are necessary on a team 
headed by a single psychiatrist. This is 
particularly true if an attempt is made to 
meet the demand for clinical services as 
well as for research and teaching. 

Each member of the clinic team must at 
times undertake various types of responsi- 
bility. Each likewise has his particular role 
which he himself carries out more ade- 
quately than any other role. But in college 
an absolutely rigid system of procedures rel- 
ative to intake, testing or therapy cannot 
be maintained if the patient is to be com- 
fortably and adequately served. Although 
the psychiatric social worker routinely 
makes the initial interview when students 
consult the mental health clinic, there are 
exceptions to this in the well-run college 
clinic. Campus referral sources have vari- 
ous degrees of sophistication relative to re- 
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ferral and sometimes exceptions in intake 
procedures must be made for this reason. 
Sometimes a patient feels originally that he 
can talk only to a man or to a woman and 
this requires some adjustment in routine 
procedures. 

Ideally the psychiatric social worker 
makes the initial interview, explains how 
the clinic works and talks with the student 
sufficiently to obtain a clear picture of the 
nature and severity of presenting com- 
plaints. He or she also is careful to make 
clear the confidential nature of all con- 
sultations and tests. It may be necessary 
to have more than one appointment to 
complete the picture. Information from 
other college offices must be collected— 
from the dormitories, the academic depart- 
ments, the college proctor—as the case may 
be. The social worker is well acquainted 
with the college counselors, dormitory 
chaperones, the staffs of the deans of men 
and women and the student pastors. He or 
she becomes the liaison par excellence with 
counselors, faculty and administration, 
keeping the vital lifeline of communication 
open to the clinic. No confidential nor 
medical information is given out, however, 
except in cases of emergency. 


The importance of the initial interview 
cannot be over-estimated. This sets the 
tone for everything that may follow. At 
Cornell the psychiatric social worker usu- 
ally asks the student to take certain pencil- 
and-paper psychological screening tests. 
‘These tests are later scored by the clinical 
psychologist or under his direction. We 
find that these tests are very well accepted 
by the patient and serve several purposes. 
The tests provide valuable objective data 
regarding the patient. Also they often ‘serve 
as immediate objective evidence to the pa- 
tient that we are interested in him. They 
usually give the patient much reassurance. 
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In certain instances they help the patient 
crystallize his problem in terms that he can 
later verbalize with relative case. 

We have found that patients are coopera- 
tive and understanding when the mental 
health clinic “system” is explained to them. 
They are told, in addition to the facts 
already mentioned, that their situation will 
be discussed in a conference of the three 
members of the team. (In emergency casts, 
of course, this step may be omitted.) 

In many cases the psychiatric social 
worker continues to follow the patient at 
regular intervals, reporting significant prob- 
lems in staff conference. In addition to her 
contribution of activities and skills, the so- 
cial worker gives the patient a feeling of 
comfort and security in what otherwise 
might occasionally seem to be an experience 
somewhat foreign and at times even for- 
bidding. 

The clinical psychologist contributes in 
many ways to the clinic. He is trained and 
skilled in research. Through an active re- 
search program the psychologist, as a mem- 
ber of the mental health team, comes into 
closer contact with other disciplines on the 
campus—the teaching faculty, the social 
scientists, the statisticians and the medical 
researchers. In the clinical program the 
psychologist occasionally makes the original 
student interview (as do all the team mem- 
bers). He takes responsibility for the psy- 
chological testing of patients as it is indi- 
cated in specific cases. Not every patient 
seen in the clinic is given a full battery of 
tests or anything more than the routine psy- 
chological inventory. Only difficult diagnos- 
tic problems receive an intensive laboratory 
work-up. Those patients who are accepted 
for deeper therapy are frequently so studied. 
Finally, the psychologist carries many pa- 
tients in reeducational therapy and psycho- 
therapy. 

The psychiatrist must take leadership in 
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the clinical setting and take final responsi- 
bility for decisions and actions. Coordina- 
tion of effort and integration of services are 
also his responsibility. Most of his time is 
necessarily given to psychotherapy, long- 
term or short-term. General procedures re- 
garding clinical care of patients are re- 
viewed in a weekly conference when new 
and old cases are discussed. Progress is 
reviewed in those conferences and further 
plans for treatment and follow-up are de- 
cided upon. The intensity with which 
treatment is undertaken is discussed and 
the contributions of the various clinic per- 
sonnel are coordinated. 

In addition to undertaking formal psy- 
chotherapy the psychiatrist often deals di- 
rectly with cases needing immediate diag- 
nosis and decision—for example, student 
conduct cases. 

It has been our experience that students 
freely and gladly accept the relationship of 
more than one person in the clinical team. 
The sense of trust which they perceive be- 
tween the clinical personnel appears to be 
internalized by the patient and makes the 
therapist-patient bond even stronger. It is 
a joy to see this develop, adding another di- 
mension to total therapy. This experience 
in adult interpersonal relationship is much 
needed in the college setting. Students are 
usually separated from parents at college 
during treatment. Their attitudes neces- 
sarily reflect this and they need much reas- 
surance during any psychological procedure. 
In this regard a college mental health clinic 
must differ somewhat from a more imper- 
sonal medical organization. 

It is important to emphasize that all mem- 
bers of the mental health clinic team be 
able to work intimately together. The 
characteristics of spontaneous trust, respect 

and true friendliness are fully as important 
as that of individual professional training. 
Each member of the team must have some 
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general knowledge of each patient seen in 
the clinic so that referrals of patients can 
be made easily from one to the other. Also, 
each member at times assists the others in 
certain aspects of case management. 

I might emphasize at this point that the 
clinic must be more than just a diagnostic 
and referral service if it is to fulfill its 
function and if it is going to survive. To 
paraphrase a famous poem about a rose I 
might say: “A clinic is a clinic is a clinic.” 
If clients do not obtain treatment and help 
they are not going to continue to come. 
Every single contact with a member of a 
mental health clinic is therapeutic, but 
treatment needs to go beyond this, as we 
all know. Not only is adequate clinical 
care necessary for the individual seeking 
relief but the actual reputation of the clinic 
itself is at stake. Students in college share 
most of their experiences with each other; 
no college agency escapes for long either 
praise or blame. Psychological treatment 
of some kind must be provided for those 
who come seeking help. The amount of 
help to be given in each instance will vary. 
It will vary from the standpoint of indi- 
vidual need as well as from that of avail- 
able personnel. 

This raises the question of just how much 
psychiatric treatment can be given in col- 
lege. None (other than diagnosis and re- 
ferral) should be given if, during therapy, 
the student cannot continue to profit from 
his educational experience or if he cannot 
maintain his behavior as a reasonably ac- 
ceptable member of the college community. 
If deep therapy is undertaken, enough time 
must be given to do a thorough job in re- 
building acceptable defenses in the place of 
those personality defenses obviously poor or 
pathological. Pointing up failure (attack- 
ing existing unsatisfactory defenses) does 
not automatically produce constructive re- 
integration. 


I would like at this time to give a few 
case histories which will illustrate some of 
the procedures carried out in the actual 
clinical operation. No effort will be made 
to include psychotherapeutic content and of 
course not every procedure can be illus- 
trated. These cases do show the various 
ways in which referrals are made to the 
clinical team and the ways in which mem- 
bers of the team apply their clinical skills in 
different kinds of cases. 


CASE 1 


This boy was referred by his academic ad- 
viser because of his obvious depression. His 
mother, who lived nearby, was first inter- 
viewed by the psychiatric social worker. 
From the original interview with the pa- 
tient it was clear that the boy was actually 
depressed. He was seen by the psychiatrist 
throughout the remainder of the term in 
nine consultations. The social worker oc- 
casionally saw the mother. There was con- 
siderable improvement by the end of the 
term. The student was referred to the 
clinical psychologist, however, for further 
evaluation and reeducation. A full psy- 
chological work-up was made throughout 
the next few months, Complete clinical 
recovery was achieved and follow-up has 
shown continued constructive adaptation. 


CASE 2 


This girl was referred in her sixth term di- 
rectly to the clinical psychologist by a stu- 
dent pastor. The psychologist asked her to 
talk with the psychiatric social worker and 
the patient was quite willing to do this. 
She had many problems primarily related 
to family and socialization. After discus- 
sing this situation in conference she was 
seen by the psychiatrist for evaluation and 
clarification. Following this she saw the 
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clinical psychologist throughout the term 
at regular intervals (8 visits) and saw the 
psychiatrist again at the end of the term. 
During her senior year she saw the clinical 
psychologist at intervals (16 visits). She also 
saw the psychiatric social worker two or 
three times about her sister who was also in 
college. She was seen at the end of the term 
by the psychiatrist and was found to have 
made excellent progress in terms of self- 
understanding and self-realization. Many 
neurotic conflicts had been resolved and she 
was making important personal and voca- 
tional decisions on her own. 


CASE 3 


This boy, a senior, was referred directly to 
the psychiatrist by the university proctor 
because he had been apprehended one night 
by the city police for a bizarre type of 
exhibitory behavior. Some weeks before 
he had been seen about an academic prob- 
lem by the psychiatric social worker. She 
had consulted with the psychiatrist about 
this but no really meaningful formulation 
could be made at this point. After he was 
picked up by the police, psychiatric exami- 
nation did not lead to a clear-cut diagnosis. 
He was referred to the clinical psychologist 
for diagnostic appraisal. This examination 
finally crystallized the problem—latent 
schizophrenia. Eventually the psychiatrist 
had to issue an enforced medical leave of 
absence and recommend treatment away 
from the university. 


CASE 4 


This senior girl was referred by a member 
of the medical staff. Earlier she had re- 
fused referral to the mental health or psy- 
chiatric division. Finally a referral to the 
clinical psychologist was accomplished by 
suggesting psychological testing relative to 
her vocational goals. It was obyious that 
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she had serious intrapersonality conflicts 
with preoccupation, anxiety and depres- 
sion. She responded spontaneously to the 
opportunity for therapy, however, and has 
been seen 18 times by the clinical psychol- 
ogist in psychotherapy. She was also seen 
by the psychiatrist, and as a result of this 
the psychiatrist interviewed her parents 
from a social work point of view. Unusual 
circumstances indicated the need for the 
psychiatrist to act in the role of the social 
worker at this time. Progress has been 
steady and constructive. Further follow-up 
is planned. 


CASE 5 


This patient was referred to the social 
worker in her junior year by one of the 
student pastors who had been seeing her 
from time to time. She was anxious, tearful 
and depressed and stated that she had a 
recurring fear of high places. She was ap- 
prehensive about psychiatric therapy and 
needed much reassurance from the psychi- 
atric social worker. Because of her obvious 
distress she was asked to return by the social 
worker for a second visit that first day. She 
also took the psychological screening tests 
at that time. She was subsequently dis- 
cussed in conference and then seen by the 
psychiatrist seven days later. She had 15 
hours of psychiatric therapy over the follow- 
ing four months and was followed about 
once a month during the next year. Her 
course at first was stormy but she showed 
much progress, and has since been gradu- 
ated successfully. 


CASE 6 


This girl was first seen in the fall of her 
sophomore year by the psychiatric social 
worker. She was referred both by the dean 
of women and the university proctor be- 
cause she had been stealing food from one 
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of the stores nearby. After she had been 
interviewed by the proctor she was seen by 
the psychiatric social worker who learned 
that this patient had had a “complex about 
food” for at least two years. Although she 
was somewhat concerned about her condi- 
tion, she was more inclined to brush the 
whole episode aside. The routine psycho- 
logical screening tests indicated no severe 
conscious problems other than “trouble 
with food.” She was seen by the psy- 
chiatrist who found severe and deep con- 
flicts relative to food, money and, of course, 
love. The patient finally realized that she 
had an emotional problem and was much 
relieved to have it out in the open and 
asked for psychiatric help. Her family were 
interviewed by the psychiatrist and the psy- 
chiatric social worker. They were coopera- 
tive in arranging long-term psychiatric 
therapy. At the family’s request a medical 
leave of absence was recommended and a 
therapist in a city nearby was found for her. 


CASE 7 


This freshman boy was referred to the psy- 
chiatrist by a psychiatric friend of the boy’s 
family. He had had a psychotic episode 
and had been elsewhere in college. He 
was first seen by the psychiatric social 
worker, who talked about his general ad- 
justment on campus and arranged for him 


to meet the dean and some key personnel in ` 


the dormitory. Later he asked for concrete 
evaluation of his intellectual ability for col- 
lege work. A test was arranged for him 
and the results, which were satisfactory, 
were reviewed by the clinical psychologist. 
The student was seen by the psychiatrist, 
who found him woefully lacking in interest 
or motivation. His prognosis was certainly 
dim. He was invited to return to see us if 
he felt so inclined but at that time he was 
not interested in seeing anyone further. 
At the end of the term, however, he came 
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in spontaneously to see the psychiatric so- 
cial worker. He wanted to tell her that he 
passed his work and was feeling better. 


From these brief case histories and our 
previous discussion it is obvious that the 
two major objectives of a college mental 
health clinic are never separated from each 
other. Emphasis ọn the goal of clinical 
care and treatment implicitly enphasizes the 
other goal, that of preventive psychiatry and 
public health. 

I would like to quote briefly from Psy- 
choanalytic Therapy? in that part of the 
text where the authors talk of the goal of 
psychiatry. They speak of extending the 
use of psychoanalytic therapy from chronic 
cases to acute and mildly chronic ones 
“with the purpose (in treatment) of arrest- 
ing the progress of and the expectation of 
being ultimately able to prevent psycho- 
neurosis. This is the supreme aim of every 
field of medicine. . . . Both therapy and 
prevention are served in the successful treat- 
ment of many cases. Thus the successful 
handling of an acute neurotic breakdown is 
prevention in that it might gradually de- 
velop into a chronic condition if the course 
of the disease were not halted. . . - In an- 
other way, the relief of any psychoneurosis 
is preventive in that the intimate associates 
of the neurotic, his family group, etc, €x- 


» perience relief also.” 


Health services which are laying plans 
for such a comprehensive mental health pro- 
gram must recognize and deal with increas- 
ing demands for services. There are two 
main reasons for the increase in the demand 
for mental health services in colleges. The 
first is that seeking relief for emotional pain 
has become more acceptable. Having psy- 
chiatric treatment is no longer a disgrace 
nor, indeed, something to be hidden. The 


The Multidisciplinary Approach 


DARLING 


emotional cause of symptoms is now more 
widely accepted by both the laity and the 
medical profession. The physician is not 
ashamed to refer the patient for psychiatric 
treatment and the patient is no longer 
ashamed to be referred. Many patients 
refer themselves. More and more it is €x- 
pected by the public that services of this 
nature, since they are respectable and valu- 
able, should be provided and made avail- 
able on the college campus. This trend is 
general in this country but it is especially 
noticeable among the well-informed. 

A second reason for their increasing de- 
mand is that psychiatric treatment has 
something definite to offer in the way of 
reconstruction, reintegration and reeduca- 
tion. The “hit-and-miss variety of merely 
empirical psychotherapy based on intuition 
and common sense” has no place in dynamic 
psychotherapy. As the results of treatment 
in students who are relieved of emotional 
handicap become known, similar services 
are sought by others. It is commonplace 
on a college campus for information of this 
kind to spread rapidly. 

The mental health team of psychiatrist, 
clinical psychologist and psychiatric social 
worker has proved to be an excellent ap- 
proach to the solution of college mental 
health problems. In every clinical psychi- 
atric specialty—be it that of college mental 
health, military psychiatry, criminal psy- 
chiatry, school mental health or child psy- 
chiatry—the techniques of adapting general 
principles of psychiatric practice to the in- 
dividual specialty will vary. This paper 
has outlined the multidisciplinary tech- 
niques by which sound psychiatric princi- 
ples can be effectively applied in the college. 


2 Franz Alexander and others, Psychoanalytic Ther- 
apy, New York, Ronald Press, 1946, 11. 
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MARGUERITE M. PARRISH 


Mental health week: 


a function of the 


public mental hospital 


Mental Health Week is rapidly becoming 
a recognized institution throughout all the 
states. During Mental Health Week a con- 
certed effort is made to reach citizens from 
every walk of life and help them develop a 
Keener interest and greater understanding 
of the most baffling of the nation’s health 
problems—mental illness. Such an institu- 
tion as Mental Health Week has its place: 
Time spent in the development of a well 
planned program is beneficial to the pa- 
tient, to the hospital and to the community. 
It stands to reason that the program is the 
responsibility of each of these groups. 

In reviewing the history of public rela- 
tions in regard to mental illness, we find 
two outstanding people, Dorothea Dix and 
Clifford Beers, who had a profound influ- 
ence on the mental health movement. They 


Miss Parrish is director of social service at the Pon- 
tiac (Mich.) State Hospital. 
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initiated sweeping changes. Dorothea Dix, 
the Sunday School teacher, and Clifford 
Beers, the ex-patient, did their part as 
other citizens have done. The state mental 
hospitals, however, have been slow to make 
their contribution and even today some are 
inclined to blame the community for the 
lack of facilities, not recognizing that ac- 
quainting the community with the need is 
their responsibility, 

If our state hospitals are to solve the prob- 
lems of shortage—too little space, too few 
personnel, poor facilitiese—they must pre- 
sent to the public a clear statement of their 
needs. This cannot be done by the person 
responsible for preparing the budget or by 
any other one person. The job is a big 
one and it requires dedication on the part 
of the entire staff. I mean that the hospital 
as a whole must accept public relations as 
an obligation in the same sense that it has 
accepted the obligation to serve its patients. 
Public relations must be looked upon as an 
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integral part of the total job rather than a 
minor and often neglected function. 

Though public relations is everyone’s 
business some one department must assume 
major responsibility for planning such a 
program and coordinating the various ac- 
tivities involved. If the hospital does not 
have a public relations department per se, 
the first question to be answered is who is 
going to do this job of planning and co- 
ordinating? Social workers, historically the 
link between the hospital and the commu- 
nity, spend considerable time in the com- 
munity and as a result are in an excellent 
position to implement such a program. At 
Pontiac State Hospital the social service de- 
partment has emphasized public relations 
for the last six years and during that time 
has used the annual “open house” as a 
sparkplug to stimulate areas of community 
interest to be developed during each new 
year of activity. 

The interest of the social service depart- 
ment in this particular area of work evolved 
from the very practical consideration that 
community help is necessary if mental pa- 
tients are to continue their progress upon 
leaving the hospital. When patients leave 
the hospital they need jobs, places to live 
and the acceptance of their families and 
friends. Various programs were set up in 
the social service department to assist pa- 
tients in solving these problems, but the 
effectiveness of the programs was hampered 
by public opinion. As a consequence, in 
1951 the social service department added a 
public relations program to its list of activi- 
ties. 

The public relations program is a year- 
round project involving active citizens’ com- 
mittees interested in community education, 
workshops for police officers and other 
groups, mental health talks for various OT- 
ganizations, psychodrama and sociodrama, 
and dramatic presentations on radio and 
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television. Helping patients find places to 
live and jobs brings the hospital's social 
workers in constant contact with the com- 
munity and provides them with an excellent 
opportunity to shape public opinion regard- 
ing the mental hospital and the mentally 
ill. Volunteers working in the hospital are 
also an important link in the public rela- 
tions program. The “open house” during 
Mental Health Week is, however, the major 
public relations effort of the year. At this 
time of year an all-out effort is made to 
help the community become aware of men- 
tal hospitals, their problems and their 
needs. 

All “open house” activities center around 
tours of the hospital. ‘These tours are con- 
ducted by members of the medical, psycho- 
logical, nursing and social service staffs as 
well as by patients and volunteers. Visitors 
are taken to the wards where the patients 
live, to the recreational therapy and occupa- 
tional therapy departments, the beauty par- 
lor, barber shop, library and various dlini- 
cal departments. They are given ample 
opportunity to observe patients as they par- 
ticipate in various work and recreational 
activities. At the beginning of each tour a 
general explanation is given about the hos- 
pital, its staff and the various services avail- 
able to patients. A more detailed explana- 
tion is made on visiting specific departments 
or clinical units. At the end of the tour, 
time is provided for questions and an- 
swers. Special programs, exhibits, discus- 
sion groups, mental health movies and 
workshops are planned in conjunction with 
the tours to give a well-rounded picture of 
the hospital, its functions and its role in 
the community. 

Prior to 1951 “open house” received very 
little publicity and was usually attended by 
several hundred people. In 1951 the proj- 
ect was turned over to the social service de- 
partment and has remained a function of 
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the department since that time. With 
greater advance publicity the number of 
visitors has increased each year and has now 
reached approximately 9,000. Chart I illus- 
trates the increase in visitors from 1951 
through 1956. 

Preparations for “open house” begin 
several months in advance of the actual 
date. Various media of mass communica- 
tion are used. As soon as a decision is made 
as to the nature of the message to be com- 
municated, plans for presentation of the 
material are initiated. All possible avenues 
must be used to present the material, but 
too many and too varied messages must not 
be given at any one time. During 1956 the 
slogan was “The Mentally Ill Do Get Well.” 
In carrying on such a program we must 
guard against oversimplification. The pub- 
lic is not one vast amorphous organism. 
Plans must include methods of reaching 
each of the many types of public with which 
we deal. Each type of public has its par- 
ticular set of values and prejudices and the 
approach to each must be individually 
tailored. Now who are these publics or 
these people whom we must sell if we are to 
have a mentally healthy community in our 
future? 

First of all, there is the public represented 
by those employed to work with the men- 
tally ill and those who volunteer. Next we 
have the public represented by those who 
are in the field but who are not giving di- 
rect service to the patient—the mental 
health commission, the legislature and other 
public officials. We also have the public 
represented by those in the professions close 
to psychiatry: social workers, doctors, min- 
isters, teachers, nurses, etc. The patients 
and their relatives represent another facet 
of the public whose support is important, 
Last of all we have the public at large, rep- 
resented by those who are not close to the 
mental health program. This group, repre- 
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senting a sizable part of the population, 
is of the utmost importance. Each of these 
parts of the public must be approached, and 
because the reactions of the individuals 
making up these groups are varied cach 
must be approached in several different 
ways. Some members of the various groups 
are sympathetic, some are basically hostile, 
some are interested and some are apathetic. 
To reach all these people, publicity material 
must be skillfully designed so as to com- 
municate our appeal to many intellectual 
and emotional levels of comprehension. 
Now what about those who are going to 
carry out this project? They should have 
an intimate knowledge of the field and its 
problems, pleasing personalities and the 
ability to give freely of themselves. Those 
interested in a 40-hour week cannot carry 
on such a program because the activities 
are sporadic and cannot fit into a conveni- 
ent 40 hours each week of the year. It is 
also important that they be tolerant and 
understanding, have an appreciation of the 
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prejudices that people carry, be patient and 
sufficiently secure to accept criticism. Above 
all, they must have conviction. No matter 
how well informed they are, unless their 
discussions, speeches and writings ring with 
sincerity and conviction their work cannot 
be effective. All who are involved in such 
a program must deeply believe they are in- 
volved in something vital, valid and mean- 
ingful and they must refrain from being 
apologetic. 


The next point to consider is how these 
carefully chosen people are going to reach 
the public with their all-important message. 
One answer is that everyone likes a story. 
Mental hospitals provide numerous and 
varied case stories and any one of them con- 
tains material that is factual in nature and 
capable of producing a sympathetic re- 
sponse. The story must be told simply and 
must be to the point. Treatment which re- 
quired hours and months and involves 
pages of professional recording must be con- 
densed into a brief report on the air or into 
a press release of two or three pages. Treat- 
ment techniques must give way to the 
dramatic. There are people who say they 
want nothing to do with any kind of pub- 
licity. What they are really saying is that 
they want to do the kind of work they find 
interesting and do it at public expense with- 
out accounting to the public. They must 
get over that idea; we owe it to the taxpayer 
to acquaint him with how we feel and think 
and with the kinds of help we need in order 
to do a better job. These people must also 
stop thinking about themselves and think 
about the patients and the people in the 
community whom they are bound to serve. 
Yes, publicity brings criticism, but any ma- 
jor contribution to society brings criticism. 
So long as we think about ourselves rather 
than the patients and so long as we are in- 
different to or afraid of public opinion we 
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cannot expect support for our programs 
nor acceptance for our patients when they 
return home. 

The story must be presented. The next 
question is: How is it to be presented? 
Whatever the form—case story or simple 
presentation of facts—we must constantly 
be aware of the language we use. We must 
use familiar words and must guard against 
using them in unfamiliar ways. To most 
people the term “relationship” means 
brother, sister, aunt or parent, put to the 
psychiatrist, psychologist or social worker it 
describes feelings that exist between two 
people. We must also remember that to 
most people “block” means a city square and 
to only a few of us does it describe a psy- 
chological pattern. When one is writing 
for the general public people must be angry 
rather than hostile and they must be plain 
worried rather than have feelings of guilt. 

Another point we must keep in mind is 
that we must meet the public at its various 
levels and we must travel slowly with them 
along the route of understanding and ac- 
ceptance of mental illness. Staff members 
who stipulate the groups they want to work 
with are of no help in public relations. 
When they say, “I want to take an interested 
group on tour” or “Those kids laughed 
and made fun of the patients; we should 
not have to bother with them” or “Why 
bother with them? They are just curious,” 
they are a detriment to public relations 
rather than a help. The uninterested and 
“those kids” and the curious are the people 
who really need to be reached, and we can 
reach them only if we are tolerant in our 
attitudes and try to understand why they 
feel as they do. 

‘And now, in detail, what does it take in 
the way of letter-writing, speech-making and 
publicity to draw 9,000 people to a mental 
hospital during a 4-day period? In 1956 
approximately 6,000 letters or printed in- 
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vitations were sent to key people in the ten 
counties serviced by our hospital. The key 
people included the presidents of fraternal, 
social and business clubs, leaders of 
churches, schools, hospitals and unions, pro- 
fessional people and public officials. 

Printed invitations to our “open house” 
were sent to professional people and indi- 
viduals. Letters were sent to schools, or- 
ganizations and groups requiring specialized 
information. Not all letters were sent by 
the hospital. A B’nai B'rith leader, a Cath- 
olic priest and the president of the local 
chapter of the National Association of So- 
cial Workers helped in organizing special- 
ized programs and assumed responsibility 
for contacting their particular people. 

Because the young people of today are 
the parents, educators and leaders of to- 
morrow special programs planned to meet 
the needs of this vast segment of our popu- 
lation are particularly important. Pontiac 
has accepted this responsibility. Prior to 
Mental Health Week social workers visit 
the schools, talk with the students in gen- 
eral assembly and in their classrooms and 
prepare for the day the students spend at 
the hospital. In many instances the teachers 
as well as the students are in need of infor- 
mation about the problems of the mentally 
ill and of the mental hospital; several years 
of work with the teachers has at times had to 
precede work with the students. 

In 1956 an essay contest was an added in- 
novation to induce students to put all pos- 
sible effort into learning about the hospital 
and the problems of the mentally ill. Cash 
prizes totaling $260 were donated by inter- 
ested community organizations for the 
best essays entitled “What My Visit to Pon- 
tiac State Hospital Meant to Me.” The 
first prize was $50. The response was most 
enthusiastic and stimulated the students to 
considerable research and reading. A work- 
shop on careers in the mental health field 


182 


was another Mental Health Week feature 
aimed at the interests of students. Approxi- 
mately 200 young people participated in 
this workshop and many expressed interest 
in having additional workshops. 

Workshops were also conducted in 1956 
for adults. Approximately 800 attended 
workshops on the care and treatment of the 
mentally ill, problems of the aged, and chil- 
dren in trouble. This was the second con- 
secutive year for these workshops, to which 
all organizations—professional, religious or 
social—were asked to send representatives. 
The representatives were in turn asked to 
take information back to their organiza- 
tions. The speakers included prominent 
community leaders as well as hospital per- 
sonnel. At the close of the workshops all 
the groups came together in the hospital 
cafeteria for a coffee hour, with patients as 
hosts and hostesses. 

The Macomb County Citizens’ Commit- 
tee for Pontiac State Hospital, an organiza- 
tion devoted to community education and 
to making life more comfortable for the hos- 
pital patient, also worked diligently toward 
the success of “open house.” The commit- 
tee represented the hospital at the Utica 
Health Fair, organized a car pool for the 
benefit of all who lacked ready transporta- 
tion, distributed posters and programs and 
asked each of their more than 100 members 
to make ten telephone calls in an effort to 
interest others in the “open house.” All 
these activities followed a workshop on men- 
tal health education which was sponsored 
by the Citizens’ Committee. One hour of 
the workshop was broadcast over the local 
radio station. 

Spot announcements were made on 14 
radio stations and on $ television stations. 
Ten TV and 16 radio programs, varying in 
length from 15 to 60 minutes, were also pre- 
sented on stations serving the hospital area. 

The press was cooperative as usual and 


generously publicized our “open house.” 
Editors of 50 newspapers were contacted 
and all published articles. Many of the 
newspapers ran a series of articles and sev- 
eral published a series of pictures. We 
found pictures to be one of the most effec- 
tive ways of telling a story. News releases 
geared to the needs of big-city daily papers 
and small-town weekly papers were typed 
and mailed. A short time after the releases 
were mailed, a member of the social service 
department visited as many of the news- 
papers as seemed indicated and made per- 
sonal contacts with key staff members. Rep- 
resentatives of the various papers were 
invited to visit the hospital to discuss such 
material as was considered important 
enough to warrant the travel and time of 
the newspaper men. We felt that when busy 
newspaper men travel to pay us a visit we 
must provide an important, colorful and 
dramatic story—one to which a blanket 
news release could not do justice. In work- 
ing with newspapers it is of utmost impor- 
tance that the individuals dealing directly 
with the press feel free to make decisions. 
A good opportunity can be lost, a good story 
can lose its news value if a decision cannot 
be made regarding the release of material 
without returning to the hospital and 
checking with the administration. 


Programs and posters were also put into 
use. These were strategically placed in 
schools, libraries and other public buildings. 
In several of the local grade schools the 
teachers talked with the children about the 
hospital, arranged for the school bus to tour 
the grounds so that the class could see the 
hospital and then asked the students to take 
leaflets home to their parents. This is an 
excellent medium of communication as 
most parents are interested in the material 
their children bring home from school. 
The occupational therapy and recrea- 
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tional therapy departments contribute to 
Mental Health Week in a very special way. 
Besides keeping their departments function- 
ing, they develop specialized activities 
which not only demonstrate the skills of the 
patients, but have tremendous public ap- 
peal and draw many people to the hospital. 
The exhibits of paintings and ceramics pre- 
pared by the occupational therapy depart- 
ment are very popular. The annual show 
presented by patients under the auspices of 
the recreational therapy department is 
looked forward to as a community event. 
Two or three performances are given each 
day and at each performance the 500-seat 
auditorium is filled to capacity. At many 
performances standing room is not avail- 
able. The department usually presents a 
musical variety show, but l-act plays written 
by the patients and portraying hospital life 
have also been presented. These perform- 
ances not only draw the public to the hos- 
pital but demonstrate the skills of the pa- 
tients and help to teach the public that 
mental patients are thinking and feeling in- 
dividuals with a sense of humor and a 
wealth of knowledge. 

Prior to and after the performances of the 
patients’ play mental health movies are 
shown and one of the social workers dis- 
cusses new developments in the field of 
mental health. The program of activities 
in the auditorium is continuous and makes 
use of a variety of educational methods. 

The program in the auditorium is Or- 
ganized so as to reach the people making up 
the following five basic community institu- 
tions: the family (parents and children), the 
church (pastors and lay leaders) , the schools 
(administrators and teachers), community 
services (social workers, public health 
nurses, etc.) and employers (managers, Su- 
pervisors and foremen). oe: 

Genuine education consists in motivating 
people to want accurate knowledge and in 
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helping them make rational use of it. Mass 
approaches help them to want it, and that 
is the aim of Pontiac State Hospital’s an- 
nual “open house,” It also serves as a mass 
method of destigmatization by bringing the 
public into close contact with mentally ill 
persons and removing some of the mystery 
surrounding mental illness. To efficiently 
accomplish this end, it is important that pa- 
tients be actively involved in all phases of 
the program. When patients are helped to 
feel a part of the activity and given some 
understanding of its philosophy and im- 
portance they do not resent visitors and fre- 
quently derive personal help from the 
activities. 

Throughout the other 51 weeks of the 
year public relations must continue to be 
looked upon as important if we are ulti- 
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mately to reach our goal. Such a program 
cannot be put on today and taken off to- 
morrow if real progress is to be made. The 
successful program must be continuous and 
must provide for the individual as well as 
the mass approach. It must take into con- 
sideration the motivation and behavior pat- 
terns of the public, and the people respon- 
sible for the program must have sufficient 
professional security to forget themselves 
and to continue the battle in spite of diffi- 
culties. The habits and prejudices of a 
lifetime are not changed by information 
alone; emotional changes are slow, and key 
people are not easily motivated to action. 
The job, however, can be done, and those 
who really have the interests of the mentally 
ill and the welfare of the community at 
heart will see that it is done. 
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The play group project described in this 
article was initiated as part of the guidance 
program of a public elementary school in 
New York City. The guidance coordinator 
assigned to this school and many others in 
the district was concerned with the signifi- 
cant number of emotionally disturbed chil- 
dren whose needs could not be assessed in 
the classroom. Although she helped the 
teachers develop’ the guidance knowledge 
and skills with which they might deal more 
effectively with some of the problems, it 
was evident that there were many situations 
to challenge even the most experienced 
teachers. 

The school used the clinical agency of 
the Board of Education, the Bureau of 
Child Guidance. One social worker and 


Mr. Schiffer, a consultant to the New York City 
Board of Education, developed this artide in col- 
laboration with Daisy Hicks and Shirley Walker, 
play group leaders, and Jeannette Busch, guidance 
coordinator. 


one psychologist were available, but they 
were also responsible for clinical service to 
many other schools. The limited services 
of a psychiatrist of the bureau were gen- 
erally fully absorbed by emergency referrals. 
The facilities of community agencies were 
usually unavailable because intake was 
closed sometimes for as long as two years. 
Another major cause for concern was the 
fact that many parents were totally unre- 
ceptive to offers of help. They either re- 
fused to recognize a problem or were over- 
whelmed by so many pressing problems of 
daily living that their children’s maladjust- 
ments seemed trifling in comparison. For 
many parents recently arrived in this coun- 
try language barriers and general unfamili- 
arity in a new setting were major factors in 
their resistance. 

The school in which the play groups 
were developed is located in a slum area 
honeycombed by industrial establishments. 
A new housing project represents the most 
recent improvement in an area otherwise 
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blighted by decayed buildings. There has 
been a rapid shifting of population in re- 
cent years. The high incidence of delin- 
quency is further accentuated by a recent 
influx of gang groups. In many families 
both parents are employed and children 
are either left unsupervised or are poorly 
provided for by neighbors committed to 
their own difficult family duties. Many 
families are supported partially or wholly 
by the welfare department. Community re- 
sources are limited. A day nursery is oper- 
ated in the housing project and afternoon 
play centers are found in some of the neigh- 
borhood schools. 


The public school mirrors the neighbor- 
hood. Children bring to the classroom the 
effects of family discords and neighborhood 
tensions. Teachers and school administra- 
tors are often faced with problems both 
tragic and seemingly insurmountable. The 
primary educative function of a school thus 
becomes amplified to the point where it is 
often faced with problems more fittingly 
the responsibility of social workers, psychol- 
ogists, psychiatrists, welfare investigators, 
police, ad infinitum. Unfortunately there 
are still some who unrealistically expect 
teachers to fill the professional boots of 
such specialists. The clinical and guidance 
personnel assigned to the school were aware 
that some children required intensive ther- 
apeutic service. The reality situation was 
also obvious: the services were not there 
because of the limited clinical facilities. 
The guidance coordinator, a woman ded- 
icated to helping children in need, decided 
to experiment with a specialized group tech- 
nique. With the approval of the director 
of guidance, the principal of the school 
and the assistant superintendent of the dis- 
trict she organized special play groups of 
children for whom no other services could 
be procured. At first the groups were con- 
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ducted without the supervision of a person 
trained in group therapy and group dy- 
namics. 
coordinator realized the need for profes- 
sional supervision of the project, which had 
quickly revealed many complexities. The 
writer agreed to act as consultant. 

Several teachers volunteered to lead these 
groups and the principal adjusted their 
work schedules so as to free them for an 
hour each day to conduct their groups. 
The psychologist and the social worker ar- 
ranged their schedules so. that they would 
be in the school the same day. 

Supervision meetings involving all per- 
sonnel concerned with the project are held 
once a week over the lunch table. At these 
meetings all aspects of the project have to 
be dealt with: intake, group organization, 
supplies, analysis of verbatim group reports, 
evaluations, etc. Also attending the super- 
vision conferences are the classroom teach- 
ers, whose attendance is yoluntary. (It is 
interesting to note that some teachers who 
met voluntarily with the group later asked 
to conduct play groups.) The conferences 
are conducted in seminar fashion with all 
members of the group participating in a 
dynamic learning experience. ‘This struc- 
ture is more acceptable to educators than 
the less familiar clinical-type conference. 

The consultant supervises the conferences 
and is responsible for helping the group 
leaders and others associated with the work 
understand the meanings of behavior as 
exhibited in the play groups. This con- 
sultative responsibility also extends to the 
teachers, who may visit the supervisory ses- 
sions either because of casual interest or 
because some of their pupils may be in the 
play groups. Because such visitors are gen- 
erally unprepared for the business at hand 
they require orientation and reassurance, 
particularly when their own students are 
being discussed. 


After a short time the guidance ~ 


The interpretation of dynamics, both 
group and individual, is an intricate and 
subtle process and teachers soon learn that 
apparently obvious explanations of behay- 
ior can be misleading and sometimes in- 
valid when exposed to critical examination. 
This creates anxiety and insecurity, par- 
ticularly in the play group leaders, who are 
concerned with developing correct tech- 
niques. Their insecurity can be dissipated 
only through the slow accretion of insight- 
ful understanding of the complexities of 
individual and group behavior. This 
learning process becomes the major respon- 
sibility of the consultant, who must moti- 
vate and sustain interest, direct inquiry into 
proper channels of investigation and be 
alert to subjective interpretations which 
threaten critical judgment. 


A room was set apart in the school build- 
ing for the exclusive use of the play groups. 
It was furnished simply with tables, chairs, 
work benches, sandbox, sink, etc. The ma- 
terials provided for the children’s use were 
the play and construction items common to 
the lower grades: doll families, doll furni- 
ture, paints of various types, easels, sand, 
clay, paper, toys, games, etc. Woodworking 
tools and games for older children were also 
provided. 

The play groups are neither programmed 
nor structured; motivation stems from the 
needs of the children. The adult in charge 
is a permissive, accepting, neutral person. 
Interaction takes place spontaneously 
among the children and between them and 
the adult, Overt aggression is permitted 
within limits acceptable to the children 
and the setting. Identification and trans- 
ference phenomena are dramatically re- 
vealed in the behavior of the children. 
Since it is not the purpose of this particular 
article to describe the dynamics of inter- 
action in the play groups, suffice it here to 
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say that the processes described fully in 
books and articles dealing with group dy- 
namics are profusely illustrated in the play 
groups. 

Each play group meets for an hour once 
aweek. The adult leader writes a verbatim 
report following the meeting. At one time 
as many as eight different play groups met 
regularly. Most groups are homogeneous 
in terms of sex, but several for the very 
young children included both boys and 
girls. Some of the children have been in 
groups as long as four years. Some who 
have finished the sixth grade and moved on 
to junior high school have often returned 
to visit their former play group leaders. 

One of the play groups had been organ- 
ized two years at the time of the session Te- 
ported here and after three and a half 
years is still intact and meeting regularly. 
‘Among the children in the group are Al- 
fred, Jack and William. 


‘Alfred, 8 years old and in the 3rd grade, 
was referred for help by his teacher. She 
reported that he was shy, nervous and gen- 
erally unhappy. At times he was sullen 
and quarreled with other children so vio- 
lently that it was necessary to remove him 
from the classroom. His behavior vacil- 
lated greatly. Sometimes he was amenable, 
almost compliant; at other times he was 
provocative and abusive. Alfred's parents 
were seen by the guidance coordinator. 
They proved to be rigid and unsympathetic 
and refused to recognize any problem. It 
was obvious that they would reject clinical 
help for their son. They resented the fact 
that they had been summoned to school 
and implied that the school was over-con- 
cerned with the boy. 

The play group had been meeting for a 
year when Jack, 9, also in the 3rd grade, 
was placed in it. Jack truanted often and 
roamed the streets in the vicinity of the 
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school. His father handled this situation 
by beating him severely. Jack’s mother 
babied him and his father resented this 
intensely. The parents bickered constantly 
before the children and at one time the 
mother abandoned the family, taking Jack 
with her. There was a subsequent recon- 
ciliation with her husband and she returned 
home. Jack’s teacher reported that he de- 
manded an unusual amount of attention 
and solicited overt expressions of affection 
from her. He would sometimes follow her 
in the school corridors and in the street. 
At times he wrote notes to her, openly ex- 
pressing his love. He was exceedingly jeal- 
ous of the attention his teacher devoted to 
other children in the normal course of the 
school day. He did silly things to attract 
attention and also attacked other children 
without overt provocation. When the par- 
ents were seen by the guidance coordinator 
they acknowledged some difficulty with the 
boy but refused all offers of help. 


William was 7 years old when referred 
by his 2nd grade teacher. The referral 
form indicated: “He does not get along 
well with others, requires an inordinate 
amount of attention, has frequent temper 
outbursts and is usually restless and hyper- 
active.” It was extremely difficult to assess 
the home situation here since the parents 
would not respond to invitations to visit 
either the teacher or guidance coordinator. 
Finally a home visit was made. The par- 
ents merely accepted the statement of the 
problem; they raised no objection to any 
program the school might utilize in work- 
ing with their child. 

In all instances the parents of the three 
boys permitted their children to join the 
play group. As far as they were concerned 
it was a school matter and they were only. 
too happy to see the last of the bothersome 
school people. 
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The following is a detailed report on one 
of the play group sessions in which these 
boys participated: 

Before the group session that day Alfred, 
Jack and William each met Mrs. Walker in 
the hall and each asked her to send for him 
first. When the time for the group meeting 
arriyed she sent two monitors out. One 
went to Alfred’s classroom, the other to the 
classroom of Jack and William. ‘The boys 
arrived together. They entered the room, 
smiled and said hello. Mrs. Walker re- 
turned their greeting. 

Alfred said, “Look, Mrs. Walker. I 
brought my racing car to the playroom 
today.” Mrs. Walker looked at it and 
smiled, (While Jack and Alfred were talk- 
ing to Mrs. Walker, William quietly went 
to the drawing paper and appropriated all 
of it. He hid it behind the radiator.) 

Jack said, “Let me see it, Alfred.” 

Alfred showed him the car and said, 
“Let's make a race-track in the sand for it!” 

As they went to the sandbox they noticed 
that some of the Easter decorations they 
had put on the wall above the sandbox 
during the last meeting had been torn off 
and that those that were still up were 
covered with dried sand. 

Jack shouted, “Oh look at the things we 
put up! The other kids spoiled them.” 

“I wonder who did that,” Alfred added. 

Jack replied, “Louis, I bet. I just know 
he did it.” (Louis is in Jack’s class and at- 
tends a different play group.) 

William joined the boys in this discussion 
and asked, “Did Louis do it, Mrs. Walker?” 

“T don’t know.” 

“Well, I guess we might as well take the 
rest of it down. It’s so torn and dirty. 
Okay, Mrs. Walker?” 

She nodded. 

Jack and Alfred took it down. Then Al- 
fred began to make a road in the sand for 
his racing car. Jack came over to Mrs. 


Walker. He asked, “Will you write a letter 
to Miss Carson for me?” (Miss Carson was 
Jack’s teacher, the one he was constantly 
seeking out, begging for attention, sending 
love letters.) 

This request was overheard by the others. 
Alfred yelled, “Oh, no—no more of those 
letters.” 

William chimed in, “That’s right. No 
more letters. Mrs. Walker, don’t write no 
more letters for him.” 

Jack withdrew in the face of this. He 
said, “Oh, okay. Okay! Never mind, Mrs. 
Walker.” He walked across the room and 
began to watch Alfred. 

“Look at this! See the way my car goes 
along this road I made?” Alfred said. He 
was calling to Mrs. Walker. 


She walked over to the sandbox and 
looked. Then she returned to the table 
and continued to paint the Easter baskets 
she was going to put up to take the place 
of those that had been torn down. William 
was hovering near her. 

He asked, “Can I help?” 

VCs 

“What can I do? Should I paint these?” 

a g 

He began to paint. Alfred came over to 
look. “These are nice, You know what I 
think would be a good idea? See up there 
over the oildoth? We could put some of 
this long paper up and paint it green for 
grass.” 

Jack shouted, “That’s a good idea!” 

Alfred asked, “Can we do it?” 

Mrs. Walker merely nodded. 

“Come on, Jack,” Alfred said. “We'll 
take this paper out and measure it and 
scotch-tape it up.” He and Jack took out 
the big roll of paper and began to unwind 
it. 

Jack called out, “See, William, how we're 
fixing things up? You never do nothing.” 
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William answered quietly, “I'm paint- 
ing.” 

“We need scissors now,” Alfred called 
out. 

William got up and gave them one. He 
remained to help them measure off the 
length of paper and then cut it. 

Alfred called to Mrs. Walker, “Do you 
have some scotch tape?” 

She looked around and told him there 
was no more. 

Jack seemed disappointed. “Oh, shucks! 
Guess we can’t do it now.” 

Seeing their disappointment, Mrs. Walker 
said, “Perhaps I can get some downstairs. 
I'll be right back.” 

William said, “Who'll be in charge of 
the playroom while you're gone?” He 
paused in reflection. “Let's see, Okay. 
Alfred will be in charge till you get back.” 

She left the room and returned shortly 
with scotch tape, green paint and more 
brushes. When she re-entered Alfred called 
out happily, “Here she is! Okay. This is 
the way we'll do it.” He took the scotch 
tape from the table and put it in his pocket. 
“Come on, we'll have to move these things 
away from the wall so we can put chairs 
there to stand on.” 

Excitement mounted. Jack asked, “What 
about the telephone?” 

“Put it there,” Alfred said. 

William stated, “We'll put this over 
here.” 

Alfred objected, “No, no! This way is 
better.” 

“That Alfred! Always has to have his 
own way,” William complained. 

Alfred replied, “Oh, come on. We don't 
have all day, you know. Here, Jack. You 
hold this end of the paper.” 

Jack grabbed an end and the three boys 
climbed up on chairs and began to attach 
the paper to the wall above the oilcloth. 

William: “Pass the scotch tape.” 
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Alfred: “Okay, but just take small pieces. 
We don’t want to waste Mrs. Walker’s 
scotch tape.” 

The boys soon finished hanging the large 
sheet of kraft paper. They stood back to 
survey it. 

Alfred commented, “Look. We measured 
it right.” 

They continued to admire the job for 
another moment. 

“Come on. Let’s get busy painting the 
grass,” Jack said. “TI work over here,” 
he added. 

“And me and William will work over 
here,” said Alfred. 


The boys had to get back on the chairs to 
paint. They were having some trouble be- 
cause they were painting from the same 
jar. Mrs. Walker divided the paint into 
three jars without comment. 

Jack smiled and said, “Thats much 
better.” 

Suddenly Alfred got to the floor and said, 
“Oh, oh! Everybody get down. Right 
now!” 

“What's the matter?” the others chorused. 

“I forgot to put paper on the floor. You 
don’t want to get paint all over the floor, 
do you? Come on! Get down! Stupid!” 

The others got down from the chairs and 
were soon helping Alfred measure off paper 
to put on the floor at the place they were 
working. 

Alfred asked, “Isn’t that better, Mrs. 
Walker? See? Now if we drop paint, it'll 
drop on the paper.” 

Mrs. Walker smiled in acknowledgment. 
The boys climbed back on the chairs and 
began to paint. Alfred just made little up- 
and-down strokes; Jack and William were 
painting the whole paper green. 

Alfred noticed this. “Hey! You fellows 
are doing it all wrong. The way I'm doing 
it is the best way. Your way we'll take all 
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day. You two are stupid! Do it my way,” 
he shouted. 

“See that Alfred. Always wants to tell 
everyone what to do,” countered William. 

Jack added, “We've started it this way. 
We can’t do it like that. Anyway, I think 
this looks better.” 

The opposition was too much for Alfred. 
“Okay, okay. Do it like you want, but it's 
gonna take an awful long time, stupid! 
You'll see.” 

Once again the boys began to paint, more | 
vigorously now. Alfred covered the paper 
the way the other two had been doing. 
William and Alfred worked close together, 
Jack at the far end. 

William laughed, “Look! We're almost 
finished. Ol’ Jack is so slow.” 

Jack seemed hurt. “Well, you two are 
working together. I’m all alone over here. 
Isn’t that right, Mrs. Walker?” 

Mrs. Walker said nothing and Jack did 
not pursue the subject. The boys soon 
finished painting the grass and then began 
to measure more paper. 

Alfred spoke with assurance, “Now, on 
this paper we'll make houses and things. 
Mrs, Walker, can you make flowers for us?” 

“Yes,” she replied, and began to draw 
flowers on pieces of paper. 

Alfred called to the others, “Come on! 
Let’s put this up and then paint the things 
on it.” He started picking up the long 
sheet they had cut. 

This did not seem to be acceptable to 
William. “No, no, no, Alfred! If we put 
it up there it will be too high. How can 
we paint it up there?” 

Alfred spoke authoritatively, “Come on. 
Help me put it up there, stupid!” 

“Everything his way all the time,” Wil- 
liam objected, 

Jack insisted, “No, Alfred, he’s right. We 
won't be able to paint it up there.” 


Once again Alfred gave in. “Okay- 
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We'll paint it on the floor. I'll make houses 
at this end and you can work down there.” 
He turned to Mrs. Walker and added, “How 
are the flowers coming?” 

“Fine,” she replied. 

They began to paint houses on paper. 
Occasionally one or more would stand back 
and examine the work critically and com- 
ment, 

“Now we've made the houses. What else 
can we make?” 

“How about people?” 

“You took the words right out of my 
mouth.” 


They returned to the work industriously, 
painting people. William finished his part, 
walked over to Mrs. Walker and began to 
cut out the flowers she had painted. 

Alfred and Jack attached the flowers to 
the mural with scotch tape, with Alfred 
dictating where to put them. Mrs. Walker 
then got up and helped the boys attach the 
mural up above the grass they had pre- 
viously painted. They all stood back to 
admire the finished job. 

Jack said quietly, “That’s beautiful!” 

“Yeah.” William and Alfred agreed. 

Jack turned to the others and said, “Re- 
member how we used to come in here last 
year and break everything up? Now we're 
so different we're fixing things up nice.” 

William added nostalgically, “Yeah, we 
sure used to break things up.” 

Jack continued, “And Harry (absent this 
meeting) would say, ‘Come on, fellers, stop 
throwing things around. Fix things up. 
Don’t break things up!’ And we'd say, ‘Oh 
shut up, Harry. Shaddup!’” 

The boys laughed as they reminisced. 
Then they began to mop up, rearrange the 
furniture, wash paint off the oilcloth on the 
table. Everyone was working enthusiasti- 


` cally. When they finished Jack said, “Gee, 


this place looks so good! Mr. Dessot (the 
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principal) would certainly be surprised to 
see how nice we fixed the place up.” 

“Could you call him up and ask him to 
come to see it?” William asked. 

Mrs. Walker replied, “When we leave 
here I'll stop by the office and ask him to 
come up to take a look at it.” 

Jack was disappointed, “Oh, can’t you call 
him now and ask him to come while we're 
still here?” 

In unison the three boys pleaded, “Please 
call him.” 

“All right,” Mrs. Walker replied. She 
picked up the intercom phone and told Mr. 
Dessot how eager the boys were for him to 
come up to see how they had decorated 
the playroom. She talked for a moment 
and then hung up. 

“What did he say? What did he say?” 

She replied, “He wanted to come very 
much but he has something that he must 
finish now and wouldn’t be able to come.” 

The boys were extremely disappointed. 
Mrs. Walker attempted to reduce this and 
added, “He'll come up as soon as he can 
though, maybe tomorrow.” 

“By then the other kids will spoil it all,” 
Jack complained. 

The boys stood there, dejected. Sud- 
denly the phone rang. Mrs. Walker picked 
it up, talked for a moment and then hung 
up. The boys looked at her as if expecting 
a reprieve from disappointment. 

“Mr, Dessot said he will be able to come 
after all. He'll be right up.” 

The boys were gay and excited. “Oh, 
boy! Yippee! William, you look through 
the peephole and tell us when he’s coming. 
Hurry up! Let's set the table and get 
everything just right.” 

“Qh! There’s paint on the radiator. We 
won't have time to wash it off. Gimme the 
cloth and I'll cover it. Quick, Mrs. Walker, 
the scotch tape, the-scotch tapel” 

She gave thechoys Hie fape. Alfred got 

} G U4 


191 


` 


busy setting the table for refreshments. 
William was looking through the opening 
in the door. 

William: “I don’t see him yet.” 

Jack: “Keep looking.” 

Alfred: “Do you see him? Do you see 
him?” 

Jack: “Maybe he’ll sit down and eat with 
us.” 

William: “The chair’s too dirty!” 

Jack: “TI dust it off!” He quickly dusted 
off the chairs and put a burlap seat cover 
on each one. 

William: “HERE HE COMES!” 

The room became a tableau as all mo- 
tion stopped. The door opened and Mr. 
Dessot walked in. Jack hid behind Wil- 
liam. All became shy. 

Mrs. Walker broke the tension, “Hello, 
Mr. Dessot. We're so glad you could come. 
The boys wanted you to see how they 
decorated the room.” 

Mr. Dessot smiled, “It looks very nice.” 

Mrs. Walker added, “They did it all 
themselves.” 

The boys beamed. Their shyness lifted 
measurably, 

Mr. Dessot said, “I’m trying to get a 
bigger room in the building to use as a 
playroom. You boys have done such a nice 
job here that we could use you to fix up the 
new room when we get it.” 

The boys smiled self-consciously. Al- 
though they were happy with the approval 
they had received their manner was notice- 
ably reserved and lacked the ebullience 
which had preceded the entrance of the 
principal. (It is significant to note that this 
is the first group session to which they had 
invited any other adult.) 

“Well, I have to go now, boys,” Mr. Des- 
sot said. 

They all replied, “Good-by.” 

When the door closed after him Jack 
said, “Come on, let's eat!" - 
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Mrs. Walker sat at the table with the 
boys, who ate their cookies and drank the 
milk with relish. 

When they finished Mrs. Walker said, 
“We'll have to leave now because I must 
go on duty in a few minutes.” 

William looked across the table and said 
to her, “Aren’t you going to eat your 
cookies?” 

Jack scolded him, “Oh, for Pete’s sake! 
Why don’t you leave Mrs. Walker have her 
cookies sometime!” 

The boys helped her clean the table. 
Following this they accompanied Mrs. 
Walker out of the room, 

Note: This is the first session that neither 
Jack nor William had requested clay or 
paper to take with them from the playroom. 


Evaluation reports are received periodi- 
cally from the classroom teachers of these 
boys and of others in play groups. Some 
significant changes in behavior were re- 
ported by the teachers of these three boys. 

Alfred’s teacher stated that although he 
still required a good deal of attention in 
class he related better to her and to his 
classmates, At one time constantly provok- 
ing his classmates he is now less inclined to 
do so. He still gets into fights but does not 
strike out in the vicious manner originally 
described. He seems to be happier in 
general. 

Jack, who was the last to be placed in 
this group, has also shown improvement. 
He is more secure in his relationship with 
his classroom teacher and has less need to 
monopolize her attention. His truancy has 
diminished; he evidently derives more satis- 
faction from school. He seems to be more 
friendly. 

William also shows improvement in his 
school adjustment. He has become respon- 
sive to attention from his teacher, is more 
amenable, is now accepted by his classmates 


and participates in most classroom activities. 
His parents still do not come to school and 
evidently continue in their detachment. It 
is interesting to note, however, that there 
have been instances where parents who 
originally resisted special clinical help for 
their children later voluntarily sought out 
the guidance coordinator when they ob- 
served the progress made by their children 
after a period in a play group. 


DISCUSSION 


The concept of a specialized play group 
program for the emotionally disturbed child 
_ —operating within the public school and 
using techniques more familiar to the child 
guidance clinic—is something that should 
give pause not only to educators but also to 
clinicians sensitive to the demands of thera- 
peutic processes. The writer does not wish 
to convey the impression that the play group 
represents a clinical tool for the complete 
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alleviation of symptoms that have deeply 
rooted etiology. Nor is it posed that the 
play group can substitute for ultimate 
therapeutic treatment when it is required. 
Nevertheless our experience indicates that 
therapeutic effects do emerge and many of 
the children function better in the class- 
room and in the neighborhood as a result 
of their participation in the specialized play 
group. 

Children who are deprived in some 
measure of the emotional security which 
grows from the love of understanding par- 


ents or whose deprivation is acute because — 


they are exposed to even more negative emo- 
tional experiences in their homes are in 
desperate need of positive surrogate identi- 
fications. Only with such support can the 
threatened ego receive some sustenance 
against the overwhelming impact of de- 
structive forces. The play group is an at- 
tempt to meet some of the needs of such 
children. 


193 


IRVING SARNOFF, Pu.D. 


Value conflicts 


and psychoanalysis 


Those of us who presume to treat the emo- 
tional ills of our fellow men are constantly 
searching for additional knowledge of hu- 
man behavior. Yet, paradoxically enough, 
the acquisition of such knowledge tends in 
some ways to multiply rather than diminish 
our difficulties, for each new discovery of 
important determinants of behavior must 
be assimilated and then somehow welded 
into our therapeutic armamentarium. Thus 
before the discoveries of Sigmund Freud 
burst forth upon the medical world like a 
torch in the night the treatment of mental 
distress was a comparatively simple process. 
One knew little; hence one did little. After 
Freud, however, most of those charged with 
the responsibility of psychotherapy felt ob- 
liged to acquaint themselves with, if not to 
employ, the theories and methods of psy- 
choanalysis. 


Dr. Sarnoff is an assistant professor of psychology at 
Yale University. 
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The impact of new and fundamental dis- 
coveries such as psychoanalysis is likely to 
be so great, especially in contrast to what 
has previously been known, that practicing 
psychotherapists are apt to become deeply 
involved in and identified with them. Al- 
though this emotional affiliation is inevit- 
able, even necessary, for proper learning, it 
may in time obscure the therapist’s percep- 
tion of and appreciation for other develop- 
ments in the broad field of human affairs. 
As implied at the outset, this obscuring of 
one’s vision may represent, to borrow a psy- 
choanalytic term, a mechanism of defense 
against the overwhelming task of reading 
about, much less therapeutically incorporat- 
ing, the myriad of facts and concepts which 
are being produced in constantly increasing 
quantities. In any case, there are many lags 
between knowledge and application. 

Occasionally these lags stem not so much 
from a failure to apply freshly uncovered 
facts as they do from an inadequate appre- 


ciation for the significance of observations 
which have been affirmed and reaffirmed 
throughout the ages. This appears to have 
happened in the area to which we shall 
direct our discussion. We refer to the in- 
difference of many influential schools of 
psychotherapy to an important source of 
psychopathology, value conflicts. 

Of course the role of values in personality 
formation and psychotherapy has received 
considerable attention in recent years. In 
this regard such psychotherapeutic innova- 
tors as Sullivan, Horney and Fromm have 
made outstanding contributions. Still it 
may be worth while to make additional at- 
tempts to spell out the psychological im- 
plications of value conflicts and to bring 
them into more explicit and functional re- 
lationship with the therapeutic enterprise. 

Because of its preeminent influence in 
the field of psychotherapy we shall focus 
upon the psychoanalytic school of therapy 
to illustrate our thesis. At the same time 
we should like to dispel at the outset any 
implications that psychoanalysis has been 
more flagrant in its neglect of value con- 
flicts than several other widely employed 
systems of psychotherapy. Nor do we wish 
to amplify the unprofitable din of dissent 
made by those whose essential critique of 
Freud rests on the unalterable fact that he 
was mortal and not possessed of everlasting 
omniscience. Indeed it may even be unfair 
to imply that contemporary psychoanalysis 
should be concerned with value conflicts. 
Certainly, it may well be argued, no school 
of psychotherapy can encompass every im- 
portant aspect of life and behavior. More- 
over does not a psychotherapist, like any 
ordinary citizen, have a right to select the 
sort of work he wishes to do? From the 
standpoint of a democratic society the an- 
swer to such a rhetorical question must be 
in the affirmative. Nevertheless it does ap- 
pear that conflicts of value are now such a 
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commonplace source of psychopathology * 
that psychoanalysis, if it is going to main- 
tain its leading role in the history of psy- 
chotherapy, must eventually turn its fruitful 
regard upon them. 

Freud’s great contribution to public edu- 
cation and welfare was his unswerving em- 
phasis upon the vitally intimate relation- 
ship between man’s biological drives and 
his personality structure. Before the pub- 
lication of Freud’s writings members of po- 
lite society had all but denied the existence 
of the sexual aspects of the human or- 
ganism. In effect, the subject of sex was 
banned from serious discussion and scien- 
tific inquiry. Since those days, however, 
the insights of psychoanalysis have pene- 
trated and influenced ever-widening por- 
tions of the population. In addition to 
psychotherapists we now have psychoanaly- 
tically oriented parents, teachers, social sci- 
entists and creative artists. (4) 

Since the sexual impulses have been par- 
ticularly affected by social prohibition and 
ignorance psychoanalytic therapy is singu- 
larly well equipped to help persons in de- 
riving more pleasure from their biological 
apparatus. By helping to make conscious 
the impulse tendencies which were form- 
erly unconscious psychoanalysis permits the 
individual to resolve inner conflicts in this 
area of behavior. 

As the facts of psychosexual functioning 
were being steadily unraveled by the indi- 
vidual psychoanalyst working with the in- 
dividual patient the facts of social life were 
being enacted in a broad and massive pano- 
rama. During the years when Freudian 


aa 
1 One continues to see patients who appear to have 
stepped out of the pages of Freud’s case notes. Their 
number, however, seems to be steadily declining 
while the number of patients who are disturbed by 
an insufficient sense of personal validity is increas- 
ing. 
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thinking was making its impact on the 
world social revolutions were actualized, 
times of economic prosperity alternated un- 
predictably with dark decades of depres- 
sion, and international wars were inter- 
spersed with periods of fitful peace. 
Although the discoveries of psychoana- 
lytic therapy have continued to influence 
the stream of public thought the facts of 
social living have had no comparable effect 
upon the theoretical and technical ap- 
proaches of most psychoanalysts.2 As a re- 
sult orthodox psychoanalysis continues to 
be practiced without appropriate concern 
for such important social sources of psycho- 
pathology as internalized value conflicts, al- 
though their effects may be just as patho- 
genic as internalized psychosexual conflicts. 
Economic, social and political values are 
manifold and contradictory in modern so- 
ciety. They arise from the nature of our 
social institutions, which are in a constant 
state of flux. The growing individual is 
exposed not only to the value pressures of 
his own contemporary class and caste but 
also to those of other segments of society 
both past and present. For example, the 
American is urged to love his neighbor and 
taught that the meek shall inherit the earth; 
on the other hand, he is told that this is 
strictly a dog-eat-dog kind of world where 
none but rugged individuals may hope to 
succeed. He is encouraged to identify with 
the go-getters and those at the top of the 


2 It is true that psychoanalysts have been devoting 
increasing attention to “ego psychology.” However, 
this extension of emphasis of Freud's therapeutics 
does not cover problems of value per se. 


8 See Lynd (5) for an excellent description of the 
content of major American value conflicts. 


4Seen when the author was senior psychologist in 
the department of mental hygiene of the University 
of Michigan Health Service. 
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ladder. Yet if his skin is black he is often 
advised to stay in his place. His wife's 
place is said to be in the home, but Holly- 
wood’s version of the home is far beyond 
the grasp of most women. 


These are only a few examples of the 
conflict-inducing values with which the in- 
dividual must cope and which he must 
integrate. Needless to say, a complete inte- 
gration is never accomplished. Just as in- 
terpersonal trauma induces the repression 
of sexual impulses so the impingement of 
shifting, incompatible social values moti- 
vates the conflicted individual to use drastic 
defense mechanisms in an attemp: to 
achieve consistency. Unconscious values 
continue to drive the individual in the 
same way that unconscious impulses find 
their outlet in symptom formation. While 
the impulse-conflicted individual may be in- 
capacitated by gross somatic ailments the 
value-conflicted individual is more likely to 
complain of vague feelings of confusion, 
guilt, aimlessness or anhedonia. ‘Thus un- 
less psychotherapy is prepared to deal with 
value conflicts it must necessarily remain 
incomplete. 

The following case* may help to illus- 
trate the general point we have been mak- 
ing: K. G. is a 30-year-old graduate student 
at the University of Michigan. He is mar- 
ried and a veteran of World War II. Al- 
though he possesses an exceptional intel- 
lectual capacity and a superlative academic 
record K. G. tends to fret and ruminate 
about his work at the university. He lives 
in constant fear of failure. Examinations 
fill him with dread and anxiety out of all 
proportion to their significance. No amount 
of previous success seems to assure him of 
his ability to cope with the demands of his 
courses. K. G. is quite obviously an obses- 
sive worrier, a person who wastes a great 
deal of time and energy brooding over and 
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preparing for nameless dangers and insig- 
nificant obstacles. 

Discussion of K. G.’s family background 
revealed the sort of deteriorating interper- 
sonal relationships one would have expected 
to find in support of such gross symptoms. 
During the course of psychotherapy with 
him we obtained a picture of parental re- 
jection, insecurity, repressed hostility and 
attempts at overcompensation. 

K. G.'s initial complaints were concerned 
with his symptoms and their incapacitating 
effects. His tendency to vacillate was es- 
pecially upsetting to him. It was in this 
connection that he brought forth, several 
weeks after the beginning of therapy, a pre- 
viously undisclosed difficulty. He reported 
that he could not decide upon the degree 
of political activity in which he should en- 
gage. His sympathies had always been 
slightly left of center and prior to his army 
service he had participated in groups whose 
political complexion might be described as 
mildly socialistic. Since his discharge from 
the army, however, he had become increas- 
ingly preoccupied with his own day-to-day 
affairs and with the rise of “McCarthyism” 
had been increasingly reluctant to commit 
himself on political issues. But political 
values were important to him and he felt 
guilty and incomplete because he was not 
expressing them. 

Pursuing a career in nuclear physics, he 
was aware that most positions for which he 
might qualify would be subject to close 
security and loyalty investigations. On the 
one hand, having always suffered from feel- 
ings of inadequacy he was vitally interested 
in attaining success and status. On the 
other hand, his idealism and political con- 
victions, if expressed, threatened to jeopard- 
ize his chances of success. Hence he was 
caught in a web of ambivalence, a state of 
affairs which was typical of him. 

It is true that K. G. was troubled largely 
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by emotional conflicts which had nothing 
whatsoever to do with his political values. 
Conversely his ambivalence towards politi- 
cal behavior was not unrelated to his gen- 
eral pattern of yacillation. Nevertheless we 
could not doubt that part of the emotional 
strain he felt stemmed, in fact, directly from 
the conflict in values in which he was im- 
mersed, Indeed even after considerable 
headway had been made in resolving his 
more irrational ambivalences the political 
one remained. He still felt it right and 
just to maintain a liberal outlook. A more 
planned cooperative society still seemed 
worth working for. And the threat of 
punishment for political deviation con- 
tinued to plague his thoughts and constrain 
his actions. 

In our psychotherapeutic sessions we dis- 
cussed his feelings towards his conflicting 
values. Ultimately he chose to keep out of 
political action and controversy, to suppress 
this aspect of his being, in favor of voca- 
tional security. In making this decision he 
realized, however, that he would have to 
pay for his political inactivity in the 
wretched currency of self-deprecation. 

Other cases result in the opposite sort of 
resolution, one that favors the expression 
of political values. Therapeutically of 
course the important thing is for the patient 
to know how he feels about his decision and 
to accept responsibility for its conse- 
quences.® Ideally, in the absence of ex- 
ternal constraints the deciding factor is the 
extent to which a given set of values is con- 
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5 Concerning consequences the author is not as 
laissez-faire as he might appear. For when a pa- 
tient’s political philosophy is a totalitarian one 
which would, if implemented, enslave other people 
or abolish their liberty the author regards adher- 
ence to such philosophies as pathonomic. Hence he 
would consider therapy a failure or incomplete for 
those patients who continue to uphold these views. 
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sonant with one’s self image. Social condi- 
tions, however, may be so oppressive as to 
displace all psychotherapeutic considera- 
tions with those of survival. Hence when a 
political viewpoint is a punishable offense, 
irrespective of its intrinsically positive hu- 
man implications one cannot properly say 
that a patient is free to express it. Indeed 
there exist other spheres of positive action 
which owing to situational dangers may also 
be virtually impossible for some patients to 
pursue, even if such actions would accord 
fully with their values (8). 


In very brief illustration of another sort 
of conflict in social values we can cite the 
case of a married woman who was a talented 
art student but whose emotional problems 
impaired her creative activity. Among 
other things she was torn between her need 
for an independent career and her desire 
for the domestic pleasures of a housewife— 
a clash of role expectations which is fairly 
commonplace for women in our society. 
Before consulting us for help she had 
seen a therapist who could not, according 
to the patient, take seriously her artistic 
aspirations. Instead, as he acknowledged 
when we contacted him for information 
about the girl, he had urged her to devote 
herself more fully to her wifely duties and 
to relegate her art to the position of a hobby 
which she might indulge during her spare 
time. Apparently his concept of the proper 
role of women collided openly with the pa- 
tient’s image of herself and her potentials. 
As a result she was obliged to search for 
another therapist, one whose values could 
permit her freely and completely to explore 
her motivation for a career in art. 
Fortunately the problem of value analy- 
sis has not gone entirely unnoticed by or- 
thodox psychoanalysts. Ernest Jones (3) 
notes that it is difficult to understand why 
psychoanalyzed patients and therapists con- 
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tinue to uphold the same social biases, 
myths and misconceptions as unanalyzed 
persons. “An impartial observer cannot 
fail to be struck by the disconcerting fact 
that analyzed people, including psycho- 
analysts, differ surprisingly little from un- 
analyzed people in the use made of their 
intelligence. Their greater tolerance in 
sexual and religious spheres is usually the 
only mark of change in the use of the in- 
tellect. In other spheres they seem to form 
their judgments, or rather to maintain their 
previous convictions and attitudes, on very 
much the same lines of rationalized preju- 
dice as unanalyzed people do.” Jones feels 
that these prejudices are extensively influ- 
enced by the distorting effects of uncon- 
scious complexes and goes on to say that it 
is “striking to observe how little advantage 
is commonly obtained from psychoanalysis 
in comparison with what one knows must 
be potentially available.” Jones then spec- 
ulates on the possibility of exploring con- 
victions in psychotherapy. He thinks, how- 
ever, that unlike the situation in orthodox 
psychoanalysis we must still await the ar- 
rival of a pioneer who may shed light on 
the “relationship of unconscious complexes 
and social interaction.” 

We agree fully with Jones on the need to 
extend psychoanalytic therapy to handle 
problems of conviction. We do not feel, 
however, that the exploration of such psy- 
chological problems must be delayed pend- 
ing the emergence of another Freud. In- 
stead Dr. Jones would be well-advised to 
look backward rather than forward for help 
in dealing with the difficulties he poses. 
Long before psychoanalysis was conceived, 
beginning indeed with Plato and Aristotle 
and continuing through Marx and Veblen, 
social philosophers had already articulated 
many of the crucial relationships between 
social reality and social psychology (2). 

In recent years many social science stud- 


ies whose general approach is influenced, 
albeit often unknowingly, by these social 
philosophers have focused on the task of 
relating ideology both to social realities and 
psychopathology. An example of the first 
kind of relationship is to be found in Rich- 
ard Centers’ public opinion study (2) which 
demonstrated that, broadly speaking, an 
individual’s attitudes on a wide variety of 
social issues may be predicted from knowl- 
edge of his objective status in the socio- 
economic hierarchy. Although this rela- 
tionship between social attitude and class 
position is by no means a perfect one it is 
high enough to show that social differences 
do indeed lead to attitudinal differences. 
Interestingly Centers’ data indicate that 
many persons of low-class status tend to see 
themselves as belonging to more highly 
placed groups. This apparent distortion 
of reality is not surprising in view of the 
fact that neither tangible nor psychological 
rewards are likely to accrue to those who 
occupy socially inferior positions. Never- 
theless it would appear to be just as path- 
onomic for a manual laborer to perceive 
himself as a member of the middle class as 
it might be for him to be unclear regarding 
his sexual identification. Thus any system 
of psychotherapy which is committed to 
“reality testing” as a desirable goal should 
be as concerned with social misperceptions 
as with transference reactions, for just as a 
healthy patient should be able to discern 
the difference between his father and his 
therapist he should also be able to dis- 
tinguish his identity in the social order 
from that of others. 

Frenkel-Brunswik and her colleagues (1) 
have investigated the relationship between 
psychopathology and such social beliefs as 
ethnic prejudice and fascism. ‘Their studies 
indicate that these socially destructive atti- 
tudes tend to be accompanied by pathologi- 
cal personality structures. Such studies as 
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these are beginning to cast doubt upon 
those approaches which assume that the pa- 
tients’ ideologies are a matter of no conse- 
quence for psychotherapy. On the con- 
trary, it is becoming increasingly obvious 
that some convictions may mask underlying 
pathology and that others imply health for 
the individual and all those with whom he 
interacts. 


In all fairness we should reiterate that 
the problem we have been discussing does 
not apply to psychoanalysts alone. Many 
different kinds of psychotherapists balk at 
discussing value issues with their patients. 
They often claim that such issues do not 
fall within the province of psychotherapy. 
Certainly we would agree that the job of 
the therapist is the alleviation of suffering 
and not the dissemination of propaganda or 
moral dogma. Nonetheless much of the 
patient's suffering may stem from unre- 
solved value conflicts. To decide a priori 
not to engage in the analysis of value con- 
flicts even if such conflicts happen to be at 
the root of the patient's distress is to be an 
ineffective, if not a dishonest, psychother- 
apist. Thus the psychotherapist is just as 
negligent if he fails to deal with incapacitat- 
ing value conflicts as he would be in ignor- 
ing the possibility of organic brain damage 
in the case of chronic unremitting head- 
aches. 

Having decided that it is legitimate and 
necessary to explore value issues whenever 
they contribute significantly to the patient's 
difficulties, the psychotherapist must be care- 
ful to minimize ê the imposition of his own 
values upon the patient. This can no more 
be done if the therapist denies he has 
values than control of counter-transference 


6 Of course, this caution is per se an expression of a 
non-totalitarian ideal. 
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reactions can be achieved if the therapist 
denies he has sexual or aggressive impulses. 
Nor can maximal therapeutic objectivity 
be attained by becoming a “blank screen” 
or “mirror,” a posture of anonymity advo- 
cated by the Rogerians.? On the contrary, 
denial or dissimulation may foster the very 
effects they seek to preclude, for try as he 
may to hide or suppress them no psycho- 
therapist can prevent the revelation of 
many of his values to his patients. Every 
focus of attention, every question, every 
statement, every nuance of tone and manner 
makes some aspect of the therapist's system 
of values available to the perceptual field 
of the patient. Moreover the very fact that 
he has chosen to be psychotherapist and 
has adopted a particular “school” of psycho- 
therapy is a reflection of many of his major 
values (10). Finally the process of identifi- 
cation, supported by motives of fear (7) and 
admiration (9), assures the result that the 
patient will adopt much of what he per- 
ceives the therapist to like or dislike. 

Since the passing on of many of his values 
is inevitable under any circumstances, it 
behooves the psychotherapist to maintain 
the fullest possible awareness of his own 
values and value conflicts. The psycho- 
therapist who attains this sort of self-insight 
is better equipped to deal objectively with 
the value conflicts of his patients than the 
psychotherapist who remains unaware of 


a 


‘Hf the Rogerian logic were accepted literally the 
therapist would be in the position of disavowing 
interest in the patient’s health, Indeed non-direc- 
tive theoreticians actually uphold this farcical view- 
point when they presume to shift the entire burden 
of psychothcrapeutic responsibility onto the patient. 


(6). 
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his own values. No doubt, as psychoanaly- 
sis has informed us, the psychotherapist 
must be cognizant of the patient’s difficulty 
in resolving conflicts in the spheres of sex 
and aggression. At the same time, how- 
ever, the therapist should not be insensitive 
to the way the patient has dealt with con- 
flicts involving social values, for although 
man is a creature of flesh, blood and lusty 
impulses he is also a member of society and 
subject to its emotionally upsetting contra- 
dictions in value. 
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ELI M. BOWER 


Cultural values 


and the retarded child 


Although some progress has been made in 
bringing the mentally retarded child into 
the consciousness of the community, values 
exist in our culture that, to the degree they 
are present in each individual, make prog- 
ress in this area difficult. It is the purpose 
of this article to examine and analyze these 
cultural values so that they may be raised 
to a higher level of conscious awareness 
and thereby be acted upon with greater 
freedom. 

It might be well to begin by explaining 
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Dr. Bower is consultant on mental hygiene and edu- 
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State Department of Education. He delivered this 
paper in Butte, Mont., in March 1956 during an in- 
stitute on mental retardation sponsored by several 
state and federal agencies. 


the meaning of the term “cultural values” 
as used in this paper. Cultural values are 
those values or ideals shared by most mem- 
bers of the culture that act as directives or 
prescriptions for behavior. The values by 
which a culture functions might be com- 
pared to the motives that underlie indi- 
vidual behavior. In both cases the values 
that act to direct the behavior of the indi- 
viduals are to some degree unknown to the 
behaving unit. Values and motives also 
have compulsive and coercive aspects. 
Fromm suggests that cultural values “shape 
the energies of the members of society in 
such a way that their behavior is not a 
matter of conscious decision as to whether 
or not to follow the social pattern but one 
of wanting to act as they have to act and at 
the same time finding gratification in acting 


201 


according to the requirements of the cul- 
ture.” 1 

Since cultural values are usually extrapo- 
lated from the behavior of members of the 
culture, they are at best inferences. Such 
inferences are usually made at a level of 
abstraction that may tend to narrow the 
wide range of differences in these values as 
held by individuals within the culture. For 
whatever cultural values do exist the ulti- 
mate reality of their existence rests in each 
individual and differs to the degree that his 
biological make-up, socialization and en- 
culturation experiences have been different, 

Two components of cultural values need 
to be reemphasized for the purposes of this 
discussion. First, cultural values as media- 
ated by the individual often become be- 
havioral imperatives, the sources of which 
are not known to the individual. Second, 
by assisting individuals to be cognizant of 
these sources and their directive nature in 
determining behavior one is also often able 
to assist them to re-perceive and reorganize 
the reality upon which new attitudes and 
feelings are based. 

It is the purpose of the following exposi- 
tion to pose several basic values or cultural 
themes and to show how these values might 
affect the lives of retarded children and per- 
sons who interact with them. Some empha- 
sis will be placed on the child’s educational 
problems both in the public school and in 
the home because it is felt that education 
provides the most visible and demonstrable 
examples of the operation of these cultural 
values. This discussion is not intended to 
raise moral or ethical questions about the 
nature of our cultural values. It is hypoth- 
esized, however, that a better understanding 
of some of the value systems in our culture 


1 Erich Fromm, The Sane Society, New York, Rine- 
hart & Co., 1955, 79. 


202 


as they affect persons who interact with the 
problem of mental retardation may help 
these individuals become freer and more 
responsive toward the mentally retarded 
child and his family. 


The first value relevant to this problem 
might be stated thus: Each individual is 
born free and equal; therefore he has equal 
opportunity with his fellows to be success- 
ful. š 


Since each individual has the opportunity 
to succeed, the responsibility for a person’s 
success or failure in life rests squarely on 
him. Those who do not succeed there- 
fore cannot be regarded as being as good as, 
that is, as conscientious or diligent as, the 
successful. 

The first effect of this value may manifest 
itself in the parents’ perception of their 
child. Since many children are perceived 
as extensions of parental egos it may be ex- 
tremely difficult for some parents to ade- 
quately assimilate the child’s inabilities and 
disabilities. Some parents are able in time 
to deal with the disappointments and de- 
spair they feel about their child’s learning 
ability; others may employ defense mecha- 
nisms such as rationalization and/or denial. 
These may take the form of outright rejec- 
tion of the idea that the child’s difficulties 
stem from mental retardation; or the retar- 
dation may be tentatively accepted but with 
the strong belief and hope that the child 
will outgrow his difficulties. Whatever ad- 
justment the family has made for the first 
six years the advent of school attendance 
brings the child into an arena of activity 
where, as the saying goes, “he will sink or 
swim.” 

The retarded child who is physically not 
too different from other children his age 
poses the greatest problem when he starts to 
school. At that time he is launched into 


the sea of words, numbers, pencils, books, 
report cards and a multitude of new inter- 
personal relationships. As he continues in 
the grades, such a child soon finds himself 
floundering in a tidal wave of symbolic and 
abstract concepts. Often he is coached and 
cajoled to apply himself and learn. When 
despite his efforts to please his teacher, his 
parents and himself he continues to fail, 
one cannot help but wonder whether he is 
really trying. For those who have little 
difficulty in being successful in school it is 
inconceivable that there are some who could 
not perform simple school tasks if they tried 
hard enough. ‘The last resort for the child, 
the teacher and the parent is a special or 
ungraded class. However, this resource 
(when available) is often utilized with re- 
luctance and guilt; resorting to it may be 
perceived by the administrator as the cast- 
ing out of the child from the school society 
or by the parents as the final and convincing 
blow to their efforts and their egos. 


A second relevant value or theme, related 
to the first, might be stated thus: Success is 
accomplished by doing well those things de- 
fined by the experiences and values of those 
responsible for the appraisal of success. 


What are the realities of success in our 
culture and our schools as a retarded child 
faces them? To answer this one might look 
at the realities of success as defined by teach- 
ers and administrators in our society. Most 
are individuals with above-average intelli- 
gence who in their training read books, 

-wrote papers, took notes, discussed con- 
cepts, competed for grades and succeeded in 
graduating, What was learned, in addition 
to subject matter and pedagogy, were the 
basic values and meaning of education, for 
it is in what one does in becoming educated 
that one defines the meaning and goals of 
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education. It is understandable then that 
in the process of becoming educated those 
who have been successful in this endeavor 
may have unconsciously erected a set of 
values in which the experiences they have 
had are identified as education while other 
kinds of experiences, necessary though they 
may be in a democratic society, are not 
really education. Therefore while an indi- 
vidual may verbally acknowledge the need 
for special educational facilities for men- 
tally retarded children it may be difficult 
for him to visualize what positive values ac- 
crue to either the teacher or the children in 
such programs. This is exemplified by such 
comments as “I guess someone has to do 
what Miss Brown (special class teacher) is 
doing but I don’t really know what she can 
accomplish with them.” 

Theoretically a special class, small in size 
and under the direction of a specially 
trained teacher, has the elasticity necessary 
to adjust the learning experiences to the 
child. Where special classes are set up in 
regular elementary and secondary schools it 
is often difficult, however, for some com- 
munities and school staffs to be comfortable 
with the program. To place a child in such 
a class is often quite disconcerting to some 
parents and educators who feel that demo- 
cratic ideals are being perverted by any 
type of special program. They reluctantly 
admit that the child is not learning in a 
regular class but feel guilty and dismayed 
to recommend an adjusted program. Usu- 
ally abstractions with black-and-white im- 
plications such as “isolation,” “segregation” 
and “undemocratic” are cast about as ob- 
jections to such placement. It might be 
well to note that if special programs are 
“isolated” or “segregated” or “undemo- 
cratic” it is the perception and behavior of 
the majority of individuals in the school or 
community which creates the social climate 
of “isolation” or “segregation.” 
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A third theme might be stated thus: Suc- 
cess is measured by certain quantifiable 
variables. 


School success is most often evaluated by 
the use of grades, achievement test scores, 
the number of clubs one belongs to and the 
number of friends one has. There is little 
a retarded child or adolescent can do to 
excell in any of these measures of success. 
Once in a while such a child will achieve 
some success in athletics or other non-aca- 
demic activity, but examples are rare. A 
child with a low IQ is not expected to be 
successful in the important skills promul- 
gated by the school. Our culture places 
great value on sheer brains and intellect; 
indeed in a mobile society emphasizing 
achieved status intelligence is a critical tool. 
Its importance is magnified, however, when 
it is equated with virtue, health and happi- 
ness. Intelligence as a factor in personality 
development needs to be perceived in its 
proper role. As Kanner points out, popular 
fiction casts Mephistopheles as one with 
high intelligence and brilliant sophistica- 
tion; Till Eulenspiegel, the narr or fool, is 
usually the likable, harmless individual. 
“Gradually intellectual achievement has 
been put on a pedestal,” to quote Bovet, 
“in the same way as modern society wor- 
ships money and material success. The re- 
establishment of a healthier hierarchy of 
mental values, wherein intelligence would 
once again take its proper place as a tool 
in the service of higher values, is a task 
which may be outside the province of men- 
tal health, yet is very directly concerned 
with it.” 2 

A study by Buswell® illustrates the re- 
ciprocal relationship of intelligence, school 
success and a child's social acceptance as 
well as answers the chicken-egg questions 
on school success and school acceptance. 
Utilizing measures of intelligence, achieves 
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ment and acceptability with kindergarten 
and Ist-grade children she found that 
“achievement,” as a basic factor in accept- 
ability, precedes rather than follows accept- 
ability. She notes that “in kindergarten, 
before academic success is evident, the fu- 
ture achiever is not chosen in social rela- 
tionships any more frequently than the 
future non-achiever. Early in the first 
grade, when a different kind of achievement 
than occurred in kindergarten is becoming 
evident, those who are successful in this 
achievement are also the socially most ac- 
cepted. If the acceptability were responsi- 
ble for this achievement, those who had 
been popular in the kindergarten the pre- 
ceding spring should be the ones to suc 
ceed in school in the fall” (p. 51). 

The problem of providing adequate and 
successful educational experiences for re- 
tarded children becomes especially critical 
at the high school and pre-vocational level. 
A retarded child with little skill or prepara- 
tion and negatively oriented to school life 
can seldom be successful in the usual high 
school course of study. Programs of term- 
inal vocational preparation are also unable 
to fit such children into their courses. This 
is owing in part to the fact that all faculties 
seek status and acceptability for their pro- 
gram in the high school; to be labeled as 
the most likely situation for retarded chil- 
dren does not seem to promote increased 
Status in the eyes of faculty or students. In 
addition the high. school has historically 
been a selective, college preparatory institu- 
tion, Graduation from high school meant 
something. To ask a high school to accept, 
educate and graduate a mentally retarded 
child may elicit furrowed brows and more 
than mild consternation in the school and 
community. As part of the public school 
system the high school may be aware of its 
responsibility to all the children of all the 
people; as an institution with an historical 


and academic tradition of selectivity and 
standards of achievement it usually defines 
“all the children” as those who are able to 
profit by the present program. 

Often the effort to secure an appropriate 
educational program for retarded children 
at. the high school level is resisted as being 
anti-intellectual and anti-democratic and in 
general as lowering the standards of high 
school education. The difficulty lies per- 
haps in the perception of education as being 
essentially one experience for all with gra- 
dations of difficulty, rather than programs 
based on real differences of intellect, pur- 
pose and interest. As Krugman puts it, 
“Obviously, the reasoning is that all ado- 
lescents must be forced into a single mold 
of classical education even if it means what 
it has always meant—their being squeezed 
out of school without an education. Pre- 
sumably that would be democratic educa- 
tion. What is really being rejected is the 
application of the principle of individual 
differences as well as the recognition of in- 
dividual needs within a complex changing 
society. By what reasoning a return to a 
secondary education program that elimi- 
nated 90% of the population can be con- 
sidered more democratic than one that at- 
tempts to provide for all, I am at a loss to 
discover.” 4 


A fourth value influencing our interaction 
with retarded children may be stated thus: 
Real success is something that will be ac- 
complished in the future. 


This value is manifest when we remind 
children that what they study in school may 
have no real value now but will be pretty 
important someday. For most this is ac- 
ceptable; the resultant goal delay usually 
causes little reality difficulty. But for those 
whose problems center more critically on 
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the present and who need help in solving 
problems of everyday living the goal delay 
serves only to increase tension and dissatis- 
cation with present activities. The prob- 
lems of mentally retarded children are cen- 
tered in the here and now; the future is an 
unreal, nebulous concept. Education for 
the future serves only to make the entire 
concept of education more puzzling to them. 

This orientation—schooling as prepara- 
tion for the future—also serves to confuse 
teachers and parents of retarded children 
since it is often difficult to perceive a future 
for the child. Where attempts are made to 
assist the child with present-day problems 
and to offer practical help in the problems 
of present-day living it is often difficult, 
strangely enough, to develop an adequate 
curriculum. The aims of education may 
often be so set on preparing children for 
life that it may not be easy to perceive the 
necessities of living. 

Lastly, as programs for retarded children 
have developed, resistances toward their 
full acceptance have manifest themselves in 
an equation which might be shown as: 


Money and effort Money and effort 
spent on retarded = spent on gifted 
children children 


There is no denying that children who 
are intellectually gifted or talented often 
need special help. There is no denying 


2 Lucien Bovet, “Psychiatric Aspects of Juvenile De- 
linquency,” Bulletin of the World Health Organ- 
ization, 1951, 52. 


3 Margaret M. Buswell, “The Relationship between 
the Social Structure of the Classroom and the Aca- 
demic Success of the Pupils,” Journal of Experi- 
mental Education, 22 (September 1953) 37-52. 


4 Morris Krugman, “Education's Debt to Orthopsy- 
iatry,” American Journal of Orthopsychiatry, 23 
6 1953), 453. 
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that money should be spent to develop po- 
tential physicists, chemists, social scientists 
and others. Such motivation and interest, 
however, should be based on the real needs 
of this group or these groups and should 
not be a product of social guilt or uneasi- 
ness about providing a program for men- 
tally retarded children. The tendency to 
balance costs in terms of IQ distribution or 
any dimension other than the real needs of 
the child may lead to interesting implica- 
tions. For example, should an extra ex- 
~ penditure of money to equalize educational 
Opportunities for physically handicapped 


children be balanced by an expenditure for 
the more physically fit? Should programs be 
promoted for children with superior hear- 
ing ability or superior sight as a result of 
programs for deaf or partially seeing chil- 
dren? Relative values of worth, social or 
monetary, cannot be placed on human be- 
ings without risking democratic ideals and 
democratic practices. Helping retarded 
children and gifted children to educational 
programs that can result in economic effi- 
ciency and social adjustment may require 
understanding of the principle of the differ- 
ent right thing for everyone. 


NATHAN S. KLINE, M.D. 


Pharmaceuticals 


in the treatment of 


psychiatric patients 


In one of our research laboratories where 
isotope studies are undertaken there is an 
instrument called a multiscaler capable of 
counting 500,000 electrical impulses a sec- 
ond. I have tried to think what 500,000 
of anything per second would be like and 
find that it is simply incomprehensible to 
me. Greater familiarity with the machine 
and more thinking in this order of magni- 
tude would probably reduce my amazement 
—but it is still most impressive to count 
_ that fast. 

Similarly, the facts about mental disease 
may seem less startling after they have been 
repeated dozens of times but their immen- 
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sity remains really staggering. There are 
over 700,000 patients in mental hospitals in 
the United States and the rate of admis- 
sions is increasing faster than the popula- 
tion. In New York State the first admission 
rate has approximately doubled in the last 
50 years. Even now there are as many beds 
for mental hospital patients as for patients 
with all other diseases put together. It is 
estimated that if admissions continue to in- 
crease at the present rate one out of every 
10 persons in the United States will spend 
part of his life as a patient in a mental hos- 
pital. In the Greater New York area this 
means that about 1,000,000 will be hospital- 
ized. During World War II over 850,000 
men were rejected by Selective Service for 
psychiatric defects. Forty-three percent of 
all army discharges were for neuro-psychi- 
atric disorders. 

‘As with the 500,000 count per second of 
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the multiscaler, these are figures that numb 
the imagination. 

In dollars and cents, the cost is fantastic. 
Maintenance and treatment in mental hos- 
pitals require about $750,000,000 a year. 
Even then, in many places care is pitifully 
below the minimum really required. The 
recommended standards of the American 
Psychiatric Association would require bil- 
lions. This does not include the waste— 
the loss of manpower, the dislocated homes, 
the human suffering. The strain on the in- 
dividual taxpayer is illustrated by the fact 
that 28% of every tax dollar in the operat- 
ing budget of New York State goes for the 
care of the mentally ill. If the cost of vet- 
erans’ compensation is included, the total 
amounts to about $3,000,000 a day for the 
country as a whole. The loss to society is 
completely immeasurable. 

Yet all this is only one facet of the prob- 
lem because these institutionalized patients 
are almost exclusively psychotics—those 
whose sense of reality is seriously disturbed. 

It is generally accepted that a third of all 

_ patients treated in ordinary medical prac- 

_ tice have no organic illnesses. For another 

_ third, somatic disturbances are complicated 
by psychological factors. Add to these the 
neurotics under psychiatric treatment and 
the additional hundreds of thousands who 
are going to non-medical therapists. The 
combined total of psychotics and neurotics 
must run into the tens of millions. 

To deal with this flood of patients there 
are a mere 8,000 psychiatrists plus the psy- 
chotherapists found among general practi- 
tioners and specialists in other fields. Until 
quite recently pharmacology had little to 
offer compared with other areas of medicine 
because words were still the commonest 


1 Saroyan, William, “Aspirin Is a Member of the 
NRA.” The Daring Young Man on the Flying 
Trapese, New York, Random House, 1934. 
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tools in the handling of the neurotic. This 
can be verified by the corner pharmacist as 
well as by the Park Avenue specialist. Some 
therapists became so enamored of words 
that they disdained to use the few drugs 
then available. Such an attitude is some- 
times also ascribed to Freud. Yet he specifi- 
cally stated that “the future will probably 
attribute far greater importance to psycho- 
analysis as the science of the unconscious 
than as a therapeutic procedure.” Else- 
where he says, “Behind every psychiatrist 
stands the man with the syringe.” There is 
reason to believe that medications with 
which to fill the syringe are now becoming 
available. 


Before discussing these medications, let 
us briefly review the past role of pharma- 
ceuticals in the treatment of psychological 
disorders. The most common symptom of 
psychogenic origin is probably the headache 
and to it the pharmaceutical industry has 
responded most handsomely. Among the 
various preparations available, it is aspirin 
that has achieved outstanding fame. Wil- 
liam Saroyan even has a story about aspirin.! 
He says in part, “It is helping to keep people 
going to work. . . . It is sending mil- 
lions of half-dead people to their jobs. . . 
It is deadening pain everywhere. It isn't 
preventing anything, but it is deadening 
pain.” The size of the American headache 
can be estimated from the fact that last 
year the production of aspirin in the United 
States amounted to 14,000,000 pounds. This 
was more than enough for every man and 
woman over 15 to have a tablet every single 
day of the year and two on Sunday. 

The other great group of drugs for psy- 
chological use has been barbiturates, Pro- 
duction of these amounted to some 600,- 
000 pounds in 1953. Part of this is for use in 
the treatment of epilepsy but most is for 
general sedation or sleeping pills. It is non- 


sense to talk as some have about reducing 
production of the barbiturates to control 
their use. Man should not be deprived of 
this valuable weapon. These drugs meet 
an important need, and until the need no 
longer exists or until a better substitute is 
found they should serve to alleviate human 
suffering. As to the problems of addiction: 
If it weren't the barbiturates it would prob- 
_ ably be something even more toxic, such as 
amphetamine, which claims a million ad- 
dicts in Japan. 

There exists one other great class of drugs 
that is not usually considered as belonging 
to the group used in treating psychological 
disorders. These are the vitamins. With the 
increase in size of the older age groups 
they have become increasingly important. 
Their use as a specific in the treatment of 
patients with cerebral arteriosclerosis and 
senile dementia will be touched on later. 
Not only will severe avitaminosis produce 
psychosis but milder degrees of vitamin de- 
ficiency can simulate many of the neurotic 
syndromes. Of course, many individuals 
hypervitaminate themselves but so far as we 
know it is a relatively harmless kind of 
addiction. 

In the therapy of specific psychiatric dis- 
eases there have been two great advances. 
The first is reflected in admissions to men- 
‘tal hospitals for syphilis of the central 
nervous system. In 1933 the admission rate 
was 7.9 per 100,000. Twenty years later, in 
1953, the rate was less than 1.7 per 100,000. 
From 9.0% of all admissions there are now 
fewer than 1.5 admissions for this condition 
in every 100. The role of penicillin cannot 
` be precisely evaluated but it is unquestion- 
ably one of the major factors in the dram- 
atic curtailment of this once devastating 
disease. There is the great likelihood that 
because of pharmaceutical progress within 
another few generations syphilitic paresis 
will be a disease of the past. The cost of 
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treatment has been so reduced that one au- 
thority now says “it is cheaper to cure 
syphilis than to catch it.” 


The second major advance has been in 
the treatment of the epileptic. Since the 
introduction of the hydantoins (dilantin 
and mesantoin) and other anti-convulsants 
the admission rate to Craig Colony, the 
New York State epileptic institution, has 
been only a third of what it was 20 years 
ago. It is worth pointing out that the hyp- 
notic, sedative and anti-convulsant effects of 
these drugs were once thought to be in- 
separable. It was when the anti-convulsant 
effect was shown to be independent that the 
full pharmacological benefit became pos- 
sible. Now that it seems definite that a 
sedative effect can also be produced without 
inducing sleep we seem to be on the verge 
of another great advance in the treatment 
of psychological conditions. 

The introduction of the analeptics for 
the treatment of depression has helped to 
relieve one of the saddest of. psychiatric 
conditions. Electric shock therapy is still 
the major instrument of treatment but there 
are indications that new stimulants cur- 
rently being tested may eventually replace 
shock in the therapy of depression. The 
ability of such compounds as desoxyephe- 
drine and amphetamine to stimulate has be- 
come general knowledge and preliminary 
trials with iproniazid seem to offer a prom- 
ising approach to the treatment of with- 
drawn, seclusive, depressed individuals both 
in and out of the hospital. 

Finally, the endocrine preparations haye 
played an important role in psychiatric 
treatment. In addition to replacement 


therapy such as the use of thyroid extract — 


in myxedema and sex hormones in post- 
menopausal depression, the important role 
of insulin in the treatment of schizophrenia 
should not be forgotten. Until the present 


209 


\ 


new drugs were introduced it was the most 
effective weapon we had against schizo- 
phrenia. Despite this, the admission rate 
for this disease continued to increase out 
of proportion so that in New York State in 
1953 it was three times as great as in 1909. 

The value of these medications should 
not be underrated but they barely touch 
the surface of the problem of disease of a 
psychiatric nature. Progress in the treat- 
ment of infectious diseases has extended 
life many years; the development of the 
sulfa drugs and antibiotics has contributed 
to this. It is paradoxical that this advance 
in the development of pharmaceuticals has 
inadvertently led to an increase in the num- 
ber of psychiatric patients. There has been 
an increase in first admissions over 70 in the 
last 20 years. In 1930 they constituted 12% 
of all first admissions; in 1953 they con- 
stituted 30%. This increase in age is paral- 
leled by an increase in the admission rate 
of patients with senile dementia and cere- 
bral arteriosclerosis. The rate in 1912 was 
2.0 per 100,000 of population and in 1953 
had increased more than tenfold. 


Any discussion of current research is nec- 
essarily limited by the knowledge of the 
author since frequently the most exciting 
projects are not yet ready for print. Our 
early work on oral preparation of the whole 
root of Rauwolfia serpentina and reserpine 
(an alkaloid of Rauwolfia serpentina) con- 
vinced us of its effectiveness as a sedative. 
Experience with massive doses of the intra- 
muscular preparation has equally convinced 
us that it is more than a mere sedative. In 
one of our early experiments 150 of the 
most disturbed patients who were on so- 
called “maintenance electric shock’’"—to re- 
duce the danger of their hurting themselves 
or other people—were given reserpine. 
Originally the intention was to determine if 
reserpine would “hold” the patients as well 
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as shock therapy did, since they had ex- 
tremely poor prognoses and the most we 
had expected was to make life more com- 
fortable for them and others in the hospital. 
To our surprise not only was reserpine as 
good as or better than shock but we found 
that about 22% of the patients who received 
it were able to leave the hospital. We then 
discontinued medication to determine if 
their improvement could be maintained 
without further treatment. We now know 
that continued oral medication is needed in 
some cases but not in others. Even when 
it is needed the cost is minute compared 
with the $1,200 which the State of New 
York spends to maintain a single patient 
for a year. 

The gain in humanitarian terms is im- 
measurable. That has been confirmed by 
other researches on different types of pa- 
tients elsewhere in Rockland State Hospital. 
In the case of the most disturbed patients 
referred to previously, Dr. Joseph Barsa 
found that in the year prior to drug ther- 
apies less than 5% of the patients were dis- 
charged but in the first year of drug therapy, 
with only a segment of his patients under 
this treatment, more than 15% were re- 
leased. 

In the three and a half years since the 
presentation on which this paper is based 
there has been dramatic confirmation of the 
original predictions. In 1955, the first year 
of any extended application of the drugs 
there was a slowing down of the rate of 
accumulation of patients in mental hos- 
pitals. Last year, for the first time in the 
almost 200-year history of public mental 
hospitals in the United States, there was 
not the expected increase of 10,000 to 12,000 
patients but a decrease of over 7,000 p% 
tients—a difference of almost 20,000 pa 
tients. Since the major change in treat 
ment during this period was the introduc- 
tion of reserpine and chlorpromazine it 1$ 
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difficult to believe that these were not the 
most important single factor. 

In the original presentation it was pre- 
dicted that these drugs would provide valu- 
able clues for research. Current work with 
serotonin and related compounds and the 
effect of these drugs on the nervous system 
have opened whole new areas of investiga- 
tion. 


a) The use of reserpine as a sedative in the 
treatment of neurotics was also referred to 
in the original presentation and the con- 
jecture offered that sedation need not al- 
ways be accompanied by a sleep-producing 
(hypnotic) effect. At the Columbia Univer- 
sity Bicentennial Celebration the statement 
was made that “it would be a fair guess 
| that within a few years the sedative use of 
| eo of the will be markedly reduced.” 


Two of the major pharmaceutical houses, 
using 1953 as a base line, report that their 
sales dropped to 82% or 83% in 1954, to 

| less than 70% in 1955 and to 51% in 1956. 
The expectation that new compounds of 

| this type would be developed has exceeded 
the wildest expectations. A number of 
these are already on the market and dozens 
more are in the test stage. Last year the 
sale of these drugs exceeded $200,000,000 
and 35,000,000 prescriptions (a third of all 
prescriptions) were written. The pharma- 

, Ceutical industry is throwing its vast re- 
sources into the fight against mental illness. 
In the field of anti-convulsants and ana- 
leptics, drugs are currently being evaluated 
which hold the promise of being more effec- 
tive and less productive of side-effects than 
those currently available. For the 500,000 
to 750,000 epileptics in the United States 
additions to the barbiturates, such as the 
hydantoins (dilantin and mesantoin), the 
Oxazolidine-2, 4 diones (tridione and para- 
dione) and the acetylureas (phenurons) are 
of great importance. Several very promis- 
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ing new preparations are currently in use 
in various places, Evidence that glutamine 
is capable of reversing abnormal E.E.G.’s is 
of tremendous significance since it may in- 
dicate that in certain epileptics a deficiency 
of this substance produces the disease. 

Glutamic acid, histamine and nicotinic 
acid, metrazol (nikethamide) and other 
preparations seem to be of some value in the 
treatment of arteriosclerotic and senile con- 
ditions. One of the greatest difficulties in 
handling this group of patients is the fact 
that their sleep rhythm becomes disturbed. 
As a result they wander about at night in a 
confused state and are apt to cause difficul- 
ties for themselves and others. Unfortu- 
nately the barbiturates frequently seem only 
to increase the confusion without helping 
the patient get the necessary sleep. With 
adequate sleep many of these patients would 
improve in other respects; at least a per- 
centage of them would not have to be hos- 
pitalized. We are currently testing prepa- 
rations that appear most useful in this 
respect. 

The more than 100,000 mentally deficient 
in institutions may also be aided by some of 
the studies on brain metabolism currently 
in progress. Some of the most outstanding 
scientists are turning to this problem with 
really adequate support for their research. 

The 4,000,000 problem drinkers—includ- 
ing the 1,000,000 chronic alcoholics—ac- 
count for an increasing number of admis- 
sions to mental hospitals. Adrenocortico- 
tropic hormone (ACTH), chlorpromazine 
and reserpine have proved effective in de- 
lirium tremens, and in some cases adreno- 
cortico extract has enabled the patient to 
remain off alcohol. 

Acetylmethadol has been found useful in 
the management of morphine addiction and 
is particularly convenient since it can be 
given orally. Another preparation, N-ally- 
enormorphine, enables quick determination 
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of whether a person is physiologically ad- 
dicted to opiates. Both chlorpromazine and 
reserpine have been reported of help in 
lessening the agonies of withdrawal. 
Evidence continues to accumulate that in 
schizophrenic patients the endocrine glands 
do not function in a normal fashion. Along 
with the mounting evidence of adrenal dis- 
order, a number of investigators have dem- 
onstrated a similar thyroid disorder by the 
use of radioactive iodine. Response of the 
antidiuretic hormones to stress provides an- 
other clue. Whether these disorders are 
causative still remains to be seen, but a 
whole endocrinological-pharmaceutical ap- 
proach has been initiated. There is also 
evidence of disturbance of brain enzymes 
(the tricarboxylic acid cycle) and disturb- 
ances of tryptophane metabolism in schizo- 


Much speculation has been aroused by 


the ability of LSD (lysergic acid), mescaline 


and other substances to produce schizo- 
phreniclike symptoms. It has been postu- 
lated that in the schizophrenic patient 
defects of metabolism may lead to the pro- 
duction of these substances instead of re- 
Jated-but-normal products. The ability of 
serotonin to neutralize some of these in 
other circumstances suggests the possibility 
of a method of therapeutically testing this 
theory. 


I cannot resist emphasizing the tremen- 
dous problem of financing research in men- 
tal disease. New York, although it has a 
farsighted commissioner of mental hygiene 
and an understanding legislature, needs 
a more adequate budget for research. 
Despite the fact that over half the 
country’s hospital beds are for psychi- 
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atric patients less than 5% of the fu 
spent for medical research are devoted 
research on mental illness. Of the $ 

000,000 spent by state governments for 
mentally ill less than 1% goes for resear 
In contrast, the pharmaceutical indus 
spends from 4% to 12% of its gross ing 
for research; an average of 6% for the ii 
try calls for a yearly expenditure of roug 
$60,000,000. In developing reserpine one 
the companies spent over $1,000,000 im 
than a year. Without this tremendous 
vestment in future possibilities, drug 
the efficiency of those described above 
not be available. On the average on 
out of every 400 new preparations 
the market and this one requires a 
years of development. When the 
pays for his medication he is bu 
only relief for his present ills but 
treatment for diseases that are i 
today. The increased interest of the 
aceutical industry in drugs for men 
ease will provide new life blood, not 


the fact that there will be more 
scientific personnel concentrating om 
problems. , 

There is today the feeling that we ar 
the verge of momentous, dram al 
coveries. An older brother, a resea! 
ologist, once chided me for going 
search in such an uncertain field as 
disease. “Doing research in psychi 
wrote me, “is like playing poker W 
deuces wild.” But it is this very f 
chance—chance that the cards w 
being dealt may fall into some un 
happy combination—that held m: 
fascinated through the lean ye 
deo volente are now ending. 


MORTON LEVITT, Pu.D. 


BEN O. RUBENSTEIN, M.S.W. 
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The fate of advice: 


examples of distortion 


in parental counseling 


The tremendous growth of the mental hy- 
giene movement in the last twenty years has 
resulted in the wide dissemination of psy- 
chological advice to the general public. 
University classes, adult education pro- 
grams, parent-teacher meetings and child- 
study groups have all made positive con- 
tributions to this end. Inherent has been 
the belief that parents who have been ex- 
posed to mental hygiene principles would 
become more effective and more secure in 
the educational handling of their children.* 
That the state of affairs described above has 
proved something of a mixed blessing could 
be seen as far back as 1946 when an edi- 
torial (1) in the Child Study Quarterly as 
well as articles by Stone (2) and Gruenberg 
(3) in the same periodical called attention 
fo the fact that emphasis upon “problem 
Parents” was proving an onerous burden to 
Parents in general. More recently such per- 
eptive observers of the contemporary psy- 
chological scene as Spock and Bruche have 


taken a similar position. It should be Te- 
called, however, that Freud in two articles 
(4) written as early as 1907 and 1908 sug- 
gested exerting some caution in efforts to 
accomplish educational tasks, warning speci- 
fically against “the unwisdom of putting 
new wine into old bottles.” 

This paper concerns itself with the fate 
of advice given to parents whose children 
are in treatment. The forced intimacy of 
the therapeutic task makes for close rela- 
tionships with parents and the need for 
frequent consultation leads to efforts to 
make parents literally “partners” in treat- 
ment by offering educational suggestions. 


es 
Dr. Levitt and Mr. Rubenstein are members of the _ 
faculty of Wayne University College of Medicine. 


1A paper by M, L. Falick, M. Peters, M. Levitt and 
Ben Rubenstein entitled “Some Observations on the 
Psychological Education of Teachers” in the July 
1954 issue of Mental Hygiene discussed related prob- 
lems in the education of teachers. 
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Observation of the fact that some parents 
could do little with such advice brought 
the present authors to the realization that 
unconscious elements in the personality 
structures of parents often cause the dis- 
tortion, nullification and even on occasion 
the reversal of well-intended advice. It is 
important to be aware that the treatment 
relationship between therapist, child and 
family provides a unique opportunity to 
observe the vicissitudes of advice, for the 
child analyst has a three-sided observation 
booth, as it were, speaking to and hearing 
from the child as well as each parent. 

In the four brief case studies that follow 
efforts will be made to indicate what advice 
was given and what actually was its fate in 
the exchange between parent and child. 


Sam, a 9-year-old, had been completely 
toilet-trained by the age of 3. Shortly after 
the birth of another child, training broke 
down and Sam wet nightly from then on 
and also began occasional soiling episodes. 
Interviews with his parents established the 
fact that they had never made the patient 
consciously aware that they disapproved of 
his defections. Sam’s reality, as he saw it, 
provided carte blanche for symptom con- 
tinuation; he exploited this fact defensively 
in treatment. Since a continuation of the 
status quo at home threatened therapeutic 
success his parents were advised to express 
some irritation and annoyance regarding 
his problems. The parents agreed, with 
some reluctance, to try to be firm with Sam. 
Results were forthcoming immediately. 
Sam came to his next appointment in full 
resistance and threatened never to come 
again. What had happened? His father 
had told him that he would now have to be 
treated more firmly because the therapist 
had so directed. 

Ted, an 8-year-old, was placed in treat- 
ment because of uncontrolled behavior. 
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His father’s interest in the process could 
characterized as a “tell-us-what-to-do” a 
tude. He invited the therapist to come in 
the home in order to do a “time study” 
the family to “reorganize” the househol 
along more “economic lines.” (All quo! 
are the father’s exact expressions.) His 
sistent demands for advice led to a cautio 
suggestion that he try to spend a little mo 
time with his son under pleasant circum: 
stances. In this endeavor the father t 
his son to the family business, a tool shop, 
and assigned him impossible tasks such as 
cleaning expensive tools with kerosene 
When Ted broke some of the tools a 
fled the father spent several hours looki 
for him and then called the therapist 
report how poorly treatment was going. 

Gary's mother complained of his stealing 
money and candy, of his tantrums and his 
refusal to eat. She pleaded for help with 
her 6-year-old son. The suggestion that 
she pay less attention to the eating problem 
and avoid open exposure of money and 
candy brought no relief. The unhappy 
mother continued to complain that the sug- 
gestions were of no avail and attempted to” 
enlist the therapist's aid in detecting the 
whereabouts of the loot. When it was 
pointed out to her that she was nullifying 
the suggestions she could only describe her 
impotent rage at Gary’s denial of owner- 
ship of the stolen money and candy in his 
drawer. She concluded by saying that she 
would be satisfied with nothing but a com- 
plete confession of his guilt. 

Stuart, an 8-year-old soiler, had revealed 
during treatment his unqualified belief in 
the omnipotence of women. His intelli- 
gent, smiling, cooperative mother carrie 
the complete burden of the treatment plan, 
his father being resistive and threatened: 
At one point when Stuart became difficult 
to manage in the home the mother asked 
for help. It was suggested that her husband 


. 
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assume the responsibility for discipline. 
She returned with a smile but indicated 
failure of the plan, for Stuart persisted in 
behavior which required his physical re- 
moval from the scene when the father was 
not present. She was then advised to tell 
Stuart that she could not physically control 
him but would report his behavior to his 
father. The now unsmiling mother re- 
sponded vehemently that she could never 
accept the implication that women were in 
any way inferior to men. It was apparent 
that this woman could neither involve her 
husband in discipline nor depreciate her 
own power in the eyes of her son. 


DISCUSSION 


Gary’s and Ted's circumstances bear certain 
familial similarities. The parents of these 
children are characteristic of a group who 
are persistent in their pleas for advice and 
yet are unable to utilize it when it is offered. 
They admit the failure of their own meth- 
ods and are seemingly desperate in their 
heed for help. “Tell us what to do” is their 
cry. Our relationship with them, however, 
convinces us that our advice will be gratui- 
tous. The probability exists that the des- 
peration of these parents is based upon an 
unconscious awareness that they are forced 
to support the child’s symptoms because 
these represent their own unresolved con- 
flicts. We feel that in those instances where 
attempts are made to alter the balance of 
Psychic forces between parent and child the 
Parent is compelled to regress and to re- 
establish the original neurotic involvement 
With the child. It appears that the child 
responds to parental regression and the re- 
sultant behavior of the child provides the 
Parent with the opportunity to righteously 
Vent his feelings in defensive fashion against 
the representation of his own conflicts. As 

is circular current mounts in intensity so 
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does the unconscious guilt of the parent. 
It is at this time that he asks for help but if 
we understand him clearly he is saying, “I 
want you to relieve my guilt.” Concurrent 
with this is the unconscious hope that 
the advice will inevitably fail. Psychic 
economy is thus maintained by the thought, 
“The expert has failed; therefore I cannot 
be so bad.” The initial unquestioning 
acceptance of advice is now clear, for the 
complete confidence in the therapist pre- 
pares the way for the pre-ordained hostility 
when the advice, by necessity, fails. The 
connections between self-perpetuating con- 
flict and pre-verbal symbiosis is most 
marked in those instances where the child 
is inordinately sensitive to the parents’ un- 
conscious. The child responds to the 
parents’ repressed wishes but immediately 
becomes the victim of their defensive reac- 
tion. By the same token the therapist's 
activities fall into the identical orbit. Sug- 
gestions that aim to free the child must be 
denied. The correctness of the above 
formulation can be verified in part by the 
poorly concealed eagerness of Gary’s mother 
to enlist the therapist as an ally in her 
desperate effort to stamp out every vestige 
of disguised impulse-expression as objecti- 
fied in her child by the stealing of money 
and candy. 

The fate of advice in the instance of 
Stuart, whose mother could not tell him 
that women were weaker than men, reveals 
another concatenation of psychic forces. We 
are here dealing with the mother’s un- 
conscious denial of the anatomical distinc- 
tion between the sexes. Her defensive reac- 
tion was of such intensity that her son’s 
masculinity hung in the balance. The 
mother was cooperative and positive in her 
wish to aid her son against all odds. All 
suggestions were completely acceptable and 
were carried out until they ran counter to 
her own specific difficulty. Considerable ex- 
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perience and sensitivity are required to cor- 
rectly assess such situations. Earlier per- 
ception of this mother’s phallic aspirations 
could have forewarned us that any advice 
designed to restore Stuart's masculinity 
would activate the kernel of her own 
neurotic conflict. 

Sam’s parents, who were completely ac- 
cepting of his problems, are typical of an- 
other group. These are the parents who 
have drawn considerable intellectual sup- 
port from their specialized interest in the 
permissive aspects of mental hygiene litera- 
ture. Great strength underlies the ap- 
parent passive acceptance of Sam's symp- 
toms by his parents. We feel that their 
support can be explained by the need to 
maintain a positive relationship with their 
child. For such parents, to be negative, 
firm or aggressive has a specific ontogenetic 
meaning. Sam's mother had been enuretic 
until the onset of menstruation; Sam's 
father had reacted strongly to his own 
father’s punitive handling of an older 
brother who wet his bed. Here again we 
find parents identified with the child’s 
symptoms but the defensive alignment 
differs from that in the previous example. 
Sam represented a truly emasculated child 
for he wet and soiled at age 9. The result- 
ing guilt of the parents was the touchstone 
of their resistance. They felt unconsciously 
responsible for the child’s disorder and 
therefore could not be firm. We would 
suspect that there are strong elements stand- 
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ing in the way of identification with thei 
own parents. In this sense the therap 
may well represent a bad father in the min 
of such parents. 


CONCLUSIONS 


1. Advice that runs counter to the un 
conscious defenses of parents and 
threatens their own psychological adjust 
ment is likely to be rejected. 


2. Such advice must be defended ag 
because it threatens the neuroticall 
tinuing nature of the symbiotic atta 
between child and parents. 


3. The peculiar significance of symptoms: 
parents often precludes the giving of 
advice until the therapist is aware of 
unconscious meaning of the child to‘ 
parent. 
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JULES V. COLEMAN, M.D. 


Motivations of the volunteer 


in the health and welfare fields 


There have been many studies in motiva- 
tion, but curiously its application to the 
volunteers in the health and welfare fields 
has received very little attention. Most 
studies in motivation are centered around 
what are apparently regarded as more prac- 
tical problems or at least around problems 
with greater practical urgency. It is as if 
volunteering in the fields of social welfare 
and health is a matter of only secondary 
importance. If it does at times engage the 
interest and participation of people with 
outstanding endowment, it seems to do so 
for reasons which are removed from the 
content of the field itself. To some extent, 
this is understandable enough. For ex- 
ample, a member of an agency board who 
has himself no professional knowledge of 
the work of the agency can hardly be ex- 
pected to make a professional contribution. 
And nobody expects him to do so, except 
then there often remains the problem as to 
Just what is expected of him. 

It seems to me important to stress this 
Matter at the outset for reasons which I 


think can readily be made clear. There are 
innumerable definitions of motivation but 
they all stress its quality of emotional impul- 
sion associated with emotionally important 
goals. McClelland,* for example, defines a 
motive as “a strong affective association, 
characterized by an anticipatory goal reac- 
tion and based on past association of certain 
cues with pleasure and pain.” Rainer 
Fuchs? puts this somewhat differently and 
perhaps more concretely when he says: 
“What matters is the conviction of reality 
of a factual and meaningful connection be- 
tween content and emotion.” Studies in 
motivation have been conspicuous in such 
fields as education, particularly in relation 
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Dr. Coleman, a faculty member in the department 
of psychiatry at Yale University School of Medicine, 
presented this paper in St. Louis May 22, 1956 at the 
National Conference of Social Work. 


1 David C. McClelland, Studies in Motivation, New 
York, Appleton-Century-Crofts, 1955, p. 226. 


2 Ibid, p: 29. 
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to learning theory, in psychotherapy and 
counseling, and in industry. All investiga- 
tions stress the following as important com- 
ponents: how people feel about themselves, 
how they feel towards other people (espe- 
cially as their interpersonal relations affect 
their self-feelings) and how they envision 
their social role. If these are important 
components in determining whether people 
volunteer in our own field of interest, it 
must be quite apparent that we know next 
to nothing about their specifics. 
Let me return a moment to our typical 
agency board member, whom we left so 
recently in so sad a plight. We may leave 
aside for the present why he has agreed to 
serve on the board and consider how he 
might be able to visualize his role. He has 
presumably been invited to join the board 
because his name carries some importance 
to the community on which the agency de- 
pends, although his prestige will probably 
rest on activities in fields other than those 
in which the agency is interested. We can 
assume that he knows nothing about social 
work, let us say, or psychiatry, or hospital 
management. He himself will think of his 
responsibility as being in some way con- 
nected with representing the public interest. 
Under favorable circumstance he will con- 
sider his main job to be the extrapolation 
of the work of the particular agency into the 
broader picture of supportive and restora- 
tive responsibilities of the community to all 
persons in need of this kind of service. 
Under less favorable circumstances he will 
find his activities narrowed down to a de- 
fense of the function of an agency about 
whose philosophy he may have little under- 
standing, especially as it relates to profes- 
sional developments in the field as a whole. 
What he finds himself defending may be 
completely valid or completely invalid, and 
there is small likelihood that he will have 
either the equipment or the desire to make 
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an objective judgment based on the merits 
of the case. In other words, he will rapidly 
find his loyalties so thoroughly engaged as 
to allow little room for the exercise of the 
more objective intellectual faculties. 

To understand how our distinguished 
citizen, who has been conspicuously success 
ful in his own field, may come a cropper in 
his volunteer activity, we might take a closer 
look at what motivates people in general. 
Emotional needs have been described in any 
of a number of ways, depending on the pro 
fessional language of the particular disci- 
pline of the investigator. In general, the 
following needs are usually identified: 


1. People need to feel close to others and to 
be able to give and receive affection. This 
need is usually reserved for the small group — 
of family or close friends. a 
2, People need to feel secure, i.e. they need 
to feel they can trust their relations to other 
people to support them in and out of 
periods of crises, present or future. 


3. People need to feel respect for them- 
selves and a sense of enjoying the respect of 
others. This is the sense of self-esteem. 


In other words, they need opportuniti 
for dependency and dominance, for status 
and prestige, for approval and inde 
pendence, for the release of emotio! 
through either libidinal or aggressive chan: 
nels and for the limitations which will con- 
trol these releases in the interest of impul 
stabilization. 

We can describe these needs in another 
way which might perhaps bring them 
closer to our subject. We can say, for ex- 
ample, that people need to achieve the 
satisfactions of group participation and 
mean thereby that they need to feel part of 
the larger purposes and meanings of group 
life, to achieve satisfactions of dependency» 
affection, status and creative realization. 


P 
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For some people group belonging offers the 
opportunity for the exercise of leadership 
potential, which provides special outlets of 
dominance, aggression and narcissism as 
well as of the special talents of the 
leader, ie., his capacity for imaginative 
projection, his tolerance of ambivalence 
and his ability to utilize it for crea- 
tive group purposes, his capacity for 
identification with group needs and so on. 
Finally I think one might say that people 
are motivated to action whenever they run 
across a threat to their self-interests, ie., if 
they are able to identify the threat. For 
example, a protective neighborhood associa- 
tion may spring up overnight when a city 
government announces plans to locate a 
new high school in a choice residential sec- 
tion, The influence of self-interest is also 
very clear in the voting trends of people, 
particularly as they are affected by social 
class position and ethnic group membership. 

To return once more to our board mem- 
ber (we might call him Mr. Smith so that 
he won't be quite so anonymous): He has 
joined the hospital board as one of the 
select few who have arrived at an elite posi- 
tion in the community. Not long ago he 
became a member of the board of the large 
local bank. As a community leader he 
recognizes and accepts a responsibility to 
participate in many civic activities which 
contribute to the social welfare and cultural 
advancement of his community. His life is 
shaped by these activities and by the people 
with whom he is now associated. His 
special training allows him to be a valuable 
bank director, but what training does he 
bring to the direction of a hospital (except, 
of course, his knowledge of financial and 
personnel problems, which we can put aside 
as being not unimportant but not relevant 
to our particular problem)? He need not 
be a business man, of course; he may be a 
lawyer or a physician, an educator or a 
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labor leader, or a member of one of the 
community's old families who have always 
served on the hospital board. Whatever 
his social or professional background, his 
dilemma is the same: How is he going to 
define his function as a volunteer com- 
munity worker? 

It may be a little unfair to pick this kind 
of example. Certainly the problem is very 
much simpler in the case of the member of 
the woman's auxiliary of the hospital who 
volunteers to give six hours a week to help- 
ing out in the hospital coffee shop, which 
raises money for special needs in the 
hospital. If there is a problem in volun- 
teering for community service, however, it 
is more likely to be in areas which are less 
well-defined. I may remind you of the state- 
ment I quoted before, by Fuchs: “What 
matters is the conviction of the reality of a 
factual and meaningful connection between 
content and emotion.” I might put it this 
way: What matters to Mr. Smith when he 
first joins the hospital board is that he has 
achieved a greatly desired token of social ap- 
proval and of special group belonging. But 
once he has joined the board it will be im- 
portant to Mr. Smith, and particularly to 
the community as a whole, that he have the 
chance to develop a deep-seated conviction 
that there is a “factual and meaningful con- 
nection” between the emotional and social 
satisfactions he derives from belonging to 
the board and the real value of his activi- 
ties in relation to the public function of the 
hospital. 

The problem is possibly even more com- 
plicated, because it is even less clearly de- 
fined, in the case of membership in agencies 
with primarily educational or fund-raising 
functions. Here I shall use the mental 
health association as my example, although 
you will all be aware of others with similar 
problems. Mental health presents a prob- 
lem in a class by itself in that it is con- 
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cerned with an illness that is hard to charac- 
terize through the use of slogans and that is 
also hard for the layman to understand in 
all its ramifications. (Incidentally, the same 
kind of problem arises in connection with 
the work of a family agency.) The nature 
of the problems dealt with is difficult to 
conceptualize and to reduce to categories 
that engage the imagination of those with- 
out professional training. Furthermore, 
although almost everyone has someone in 
his family with serious emotional problems, 
reactions to emotional illness are so colored 
by guilt, denial, rationalization and rejec- 
tion as to restrict seriously the possibility of 
meaningful identification with real aspects 
of the problem. To be able to identify in 
this way the emotional problems of others, 
one has to be able to accept one’s own with- 
out defensive screening, a formidable task 
indeed. 

Ihave emphasized throughout that volun- 
teering must find a counterpart for its emo- 
tional motivations in a real and meaningful 
relationship to the content of the agency’s 
function. The dilemma of the volunteer in 
a professional agency is that there is little 
likelihood of his having any real under- 
standing of the work of the agency. The 
dilemma of the volunteer in a citizens’ 
agency, such as a mental health association, 
is that he has little likelihood of understand- 
ing the nature of the field, and in mental 
health will experience emotional barriers 
blocking his identification with the real 
problems of the field. 

Agency executives have tried to meet these 
difficulties in various ways. Perhaps the 
most common is the educational program 
designed to provide volunteers with infor- 
mation about the work of the agency and 
about the nature of the problems in the 
field. This is at best a relatively unreward- 

ing task; it does not substitute for profes- 
sional knowledge although it may provide 
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a common meeting ground between laymen 
and professional, which facilitates the 
former's sense of belonging by sharing i 
professional problems. It remains on a 
unreal basis. It tends to have the effect of 
stimulating emotional engagement without 
providing suitable intellectual content to 
the role of volunteer. 

Actually, if Mr. Smith receives a course 
of orientation to his new job as a directo 
of the hospital it will be to the function o 
the hospital and not to his role as directo 
It is taken for granted that he knows what 
his role is supposed to be and that he wi 
need to learn only those matters which i 


all seems clear and relatively simple. Mr, 
Smith establishes an institutional identifica 
tion with the hospital and its operational 
problems; he becomes an arm of executive 
function and completely dependent on the 
executive for guidance on matters of policy. 

It was Clemenceau who said that war 
too important to be left to the generals 
This distinction between the technical ex4 
pert and the politician may be useful im 
comparing the roles of the professioni `i 
worker and the volunteer. If the volun 
teer has any function which is his owi 
aside from or in addition to his job 4 
agency factotum, then it is to represent he 
public interest, to stand for the needs Ø 
the community and not only the needs 0 
the agency. It may be of course that 1€ 
needs of the one will coincide with the need 
of the other. So much the better. But 
what if the agency has outlived its use uk 
ness? Or what if changing community 
needs call for radical reorientation of 
traditionally prized function? Where thes 
does Mr. Smith’s loyalty lie? And whem 
will he have acquired the discipline 0 
thinking which will help him to know 
proper position? ‘ 

In all of this I have been discussing tG 


problem that the volunteer encounters in 
trying to establish a connection between the 
emotional satisfactions of his volunteering 
and its significant community function. 
This is the problem that I suggested at the 
outset has received little or no study. I 
would like to suggest a methodology which 
might throw some light on the matter. 
When we ask ourselves why people volun- 
teer for any particular community activity 
we tend to experience a feeling of helpless- 
ness, not only in recognition of the com- 
plexity of the question but also of its 
personal nature. Not all volunteers are in- 
terested in having their motivations studied 
unless of course they seem fairly obvious, 
as in the case of the lately burgeoning or- 
ganizations working in behalf of mentally 
retarded children. However, even when the 
volunteer does not have a personal interest 
of this kind, he will often tend to think of 
his motivations, obscure though they may 
be, as not necessarily something that he 
would care to expose to the critical eyes of 
an investigator. He may not be sure what 
his motivations are, but he often has the 
uneasy feeling that they may not be suit- 
able for public exposure. 

However, if we shift our attention from 
the more personal, more emotional aspects 
of volunteering to the reality content to 
which it needs to be related we are imme- 
diately on safer ground. I think that a 
good many people would be willing to en- 
gage in discussions of this kind and that 
with this focus maintained they would also 
be interested in exploring the connection 
between personal and ideational motiva- 
tion. Our method then would be to set up 
small discussion groups of volunteers, let us 
say in a local mental health association, 
with a trained discussion leader acting at 
One and the same time as participant- 
observer and investigator. 
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In studying a problem of this kind it is 
not enough to explore only the emotional 
gratifications of the activity or only its con- 
tent. What is important is to try to under- 
stand how the individual acquires his “con- 
viction of the factual and meaningful 
connection” between the two, what obstacles 
he meets in the process and what efforts he 
makes to overcome them, under what cir- 
cumstances such a conviction may be estab- 
lished and when it is subjected to a sense 
of frustration or failure. If we define the 
problem in this way and conduct our dis- 
cussion groups in an atmosphere of free in- 
quiry, we may acquire a great deal of under- 
standing of how the volunteer himself 
conceives of his activity, his motivations and 
his relation to the organization with which 
he has identified himself. 

When I suggest that the volunteer has a 
broad public function I am in effect pro- 
posing a hypothesis which needs further 
testing and which might be tested by the 
group discussion method of observation. It 
seems to me that the role of the volunteer 
tends to be superimposed by agency execu- 
tives; I am not offering a different role to 
be imposed in a different way. It should be 
possible for the volunteer to find his own 
definition of role, and the group discussion 
method offers him this possibility. 

I am assuming then that whatever his 
personal and social motivations the volun- 
teer in this field is also seeking an oppor- 
tunity to fulfill a need for a special kind of 
public service that will provide outlets for 
impulses of dedicated activity in devotion to 
humanitarian purposes. The realization of 
such impulses can be satisfactorily achieved 
only through defined channels of activity 
based upon the volunteer's awareness and 
acceptance of his social role and its relation 
to the content of function of the agency he 
serves. 
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STEPHEN FLECK, M.D. 


Recognition and utilization 


of the motivation of volunteers 


Dr. Jules V. Coleman has discussed some 
general aspects of motivation, choosing ex- 
amples from the health and welfare field. 
He further indicated that motivation for 
volunteer work is not, or at least is not 
known to be, essentially different from mo- 
tivational forces that lead to activities not 
categorized as voluntary. There also ap- 
pears to be no difference in the inner work- 
ings of our personalities that lead to action, 
whether the action is called professional or 
lay, whether or not it is socially useful (in 
which case we call it productive), whether 
the reward is tangible in the form of a salary 
or intangible in the form of prestige gain, 
whether the reward is immediate or so far 
in the future that it is neither tangible nor 
assured. 

The dictionary defines a volunteer as a 
person who undertakes an activity or enters 


Dr. Fleck, who is associate professor of psychiatry 
and public health at Yale University School of 
Medicine and medical director of the Yale Psy- 
chiatric Institute, presented this paper May 22, 1956 
in St. Louis at the annual meeting of the National 
Conference of Social Work. 
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a service upon his own free will. I do not 
wish to philosophize about what this dis- 
tinguishing “free will” is, whether it exists 
or not. So far as we have been able to study 
mammalian behavior, the human free will 
has remained elusive, but it has become evi- 
dent that activity or action arises from con- 
stellations of socio-psychobiological forces 
that can best be understood within the 
framework of a stimulus-reaction system or 
a need-reward system of varying complex- 
ities and time relationships. Let me quote 
Robert Waelder, who addressed himself to 
this question of free will when discussing 
the difference between attitudes in social 
relationships and therapeutic or pedagogi- 
cal attitudes: “The difference,” he said, 
“amounts to this—that in the former— 
social—we treat our fellow man as if he 
were completely free. We make demands, 
appraise and condemn. As pedagogues and 
therapists we treat the other party—or more 
correctly the object of our pedagogical and 
therapeutic activity—as one who is not free, 
or to be more precise as if his freedom were 
limited.” 

As scientists we would also be less than 


precise if we failed to recognize that any 
activity—productive or unproductive, pro- 
fessional or volunteer, approved or criminal 
—is the result of choices and determining 
forces which permit the characterization of 
free will only if one foregoes any but the 
most superficial and casual observations of 
pertinent factors. It seems therefore more 
consistent with the scientific facts and with 
actual practice to consider, as suggested by 
Irene Malamud of Boston, that a volunteer 
is any person who works towards a goal— 
a goal such as community service—beyond 
his regular job and without pay. This, of 
course, bypasses the question of motivation, 
but it also makes clear that the distinction 
between volunteers and professionals—the 
lay board and the medical advisory board— 
does not really exist or at least should not 
exist. We so-called professionals are or 
ought to be just as much involved in 
so-called volunteer work as the banker 
or lawyer who might devote effort 
and energy to community health matters. 
Actually only the distance from one’s own 
field makes for this artificial distinction of 
volunteer versus professional, and I believe 
the quicker Mrs. Malamud’s pragmatic 
concept gains acceptance the better because, 
as we shall see, all the enterprises in which 
we are interested require the widest pos- 
sible community participation by volun- 
teers, i.e., efforts from all of us beyond and 
after regular working hours. 

Thus I believe I have laid the ground- 
work for dismissing “recognition of motiva- 
ton” as a real problem because, as Dr. 
Coleman pointed out, motivation towards 
&roup identification and group or com- 
munity participation exists everywhere and 
in practically everybody, at least in western 
Societies. This leaves us with the more 
difficult considerations of how to mobilize 
and utilize such good will and drive for 
community enterprise. 
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Everybody knows examples of communi- 
ties or segments of communities where 
apathy, self-neglect, even dilapidation, offer 
no proof whatsoever of any extant interest, 
let alone motivation, towards group welfare 
activity. But probably all of us also know 
of such conditions which changed almost 
overnight, sparked by a sudden or gradual 
re-awakening of community spirit, of group 
morale, of a wholesome pride in one’s nest. 
It matters not whether such reversals occur 
in government, overthrowing a long-en- 
trenched and corrupt group (as happened a 
few years ago in a large eastern city), bring- 
ing in a reform government to carry out the 
people’s mandate, implementing individual 
and group motivation for a better com- 
munity; whether a similar ballot expression 
brings into power a mayor with unique 
leadership gifts (as happened in New York 
City twenty years ago); whether leadership 
and organization for community improve- 
ments arise apart from elections or outside 
government channels. I say advisedly that 
there is no difference between these two 
types of organizations from the standpoint 
of community motivation and morale, and 
I shall return to this point later. I mention 
it here because we have to consider next 
another problem—diversification of com- 
munity effort. 

Obviously there are activities which, 
properly or traditionally, wisely or un- 
wisely, are Caesar's, and there are others 
which are either left to or preempted with 
equally jealous zeal by non-governmental 
agencies. The latter we are wont to call 
the voluntary non-profit community agen- 
cies. There are some fairly well established 
traditional lines of differentiation; most 
operations involving the non-commercial 
dispensation of money are in government 
hands—or at least have been in the last two 
decades—whereas personal counseling serv- 
ices are almost entirely operated by non- 
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governmental agencies. These lines of 
demarcation are neither fixed nor identical 
from community to community or from 
state to state, and I wish to emphasize the 
similarities and identical features of the two 
types of agencies. While both stem from 
motivations harbored by citizens, there is a 
tendency to see governmental agencies as 
more removed, less controllable and hence 
more authoritarian than non-governmental 
community enterprises. On the whole this 
view is probably realistic if only because 
government, as a much larger organization, 
requires a much larger apparatus of rules, 
safeguards and administrative devices, 
which in general are apt to lead to arbitrary 
and rigid decisions as experienced by indi- 
viduals in their dealings with government 
offices. 

However, since government is still people 
we also have to recognize that human pro- 
pensities towards power and towards deal- 
ing with others as quasi-dependents exist 
and that certain organizations and adminis- 
trative structures facilitate these individual 
traits. There is little question that non- 
governmental agencies have succeeded gen- 
erally in avoiding authoritarian tendencies 
when dealing with their clients. It is much 
more doubtful that they have been equally 
successful in curbing procedures by fiat in 
dealing with each other and with general 
community problems. This failure of 
voluntary agencies to achieve harmonious 
integration with each other and with gov- 
ernment agencies in a total community 
effort commensurate with community needs 
is rooted in sectarian motivation. 

By “sectarian motivation” I am not re- 
ferring to sectarian agencies in the usual 
sense—denominational agencies—but the 
fact that by tradition, through excellence of 
a particular service, through association of 
an agency with socially gratifying activities 

or a reputation to the same effect, through 
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dominance of a section of the population, 
certain agencies or groups of agencies be- 
come sectarian in the sense that they em- 
ploy and utilize—sometimes preempt—com- 
munity motivation to serve only a segment 
of community needs. There are two types 
of this sectarianism. For instance, here is 
a city with a dozen hospitals, but one hos- 
pital has been so successful through various 
devices that its auxiliary includes such a 
high percentage of all volunteer personnel 
available for community work that other 
hospitals cannot even form an auxiliary and 
other community efforts get but slight at- 
tention. Similar examples could be cited 
from other communities not involving hos- 
pitals necessarily. 


The other type of sectarianism and sec- 
tarian motivation follows categories of 
problems and usually is of national rather 
than community-wide proportion. Particu- 
larly in the health field, thoughtful observ- 
ers have watched with alarm the trend 
towards campaigns against specific diseases. 
The psychiatrist can only deplore the col- 
lection of vast amounts for service and re- 
search on diseases whose prevalence is al- 
most microscopic compared to that of men- 
tal illness. The public health student can 
but feel disturbed by the inequities of 
resources—human and material—to com- 
bat different health problems, inequities 
brought about to a considerable extent by 
one-sided mobilization and utilization of in- 
dividual motivation to volunteer service or 
support. The medical educator can only 
deplore a trend towards more specialization 
sparked in part by the same factors— 
availability of funds and facilities—a trend 
which can become a threat to well-con- 
sidered educational programs and to com- 
prehensive medical care for the individual 
patient. Lastly, the community leader and 
worker can but regret the diverting of 
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motivation to serve and give to national 


‘compaigns when his community lacks facili- 


ties in areas where no national organization 
helps out, but which may be locally more 
vital and urgent than meeting national fund 
quotas for problems that may be of subordi- 
nate urgency in the community. 

I do not wish to advocate provincialism, 
but as the establishment of United Fund 
campaigns illustrates every community has 
to come to grips with this problem—and 
more often than not the community is on 
the defensive here. One reason for this is 
related to the type of appeal or, to remain 
within our frame of reference, to what 
motivational facets are being stimulated. 

For instance, there is nothing easier than 
to arouse motivational forces related to in- 
security and threats. Unless such exploita- 
tions run into a situation where high indi- 
vidual or group defenses already exist it is 
easy to utilize fear-motivated energy for 
action. Let a newspaper carry a story of a 
heinous crime in a residential neighborhood 
and you will find increased activity in that 
neighborhood’s organization; all will con- 
centrate on the problem and evolve better 
or less well conceived remedial programs, 
whether they involve government partici- 
pation or not. In brief, utilization of 
motivational forces related to fear and in- 
Security is to be discouraged and in the long 
run is more apt to distort and mischannel 
community efforts and to disregard proper 
proportion and interrelationship of com- 
munity needs, 

It is desirable and I believe axiomatic 
that those motivational forces should be 
utilized which arise from the need to par- 
ticipate with individuals outside the family 
group and which strive for satisfying goal- 
directed interaction. Furthermore, this 
utilization should maintain and emphasize 
community identity and a community-wide 
outlook in addition to sectarian or agency 
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identification. It must be recognized that 
it is easier to instill morale and unify a 
group in opposition to other groups and 
enterprises than to integrate a particular 
cause harmoniously with other possibly di- 
vergent goals. Identification with an agency 
is essential to the wholesome group process 
but it must not become so sectarian as to 
preempt volunteers’ emotional motivation 
to the exclusion of other and broader 
visions. Almost thirty years ago a wise 
board member wrote ten commandments 
for board members that are just as perti- 
nent today, with very few modifications, as 
they were in the 1920’s. His first command- 
ment read: “To know why your organiza- 
tion exists and to review annually why it 
should exist,” or as I would paraphrase it, 
to reconsider the agency goals, its adequacy 
in meeting them, its role in the community 
and therefore the appropriateness of its 
goals in the light of general community 
needs. 

In the typical community we find a 
clustering of volunteers on two levels sur- 
rounding a layer of non-volunteers. We 
find volunteers engaged as unskilled as- 
sistants to trained workers doing a job— 
auxiliaries in hospitals, Gray Ladies, Red 
Cross drivers or blood collectors. And we 
find volunteers on the boards of the same 
agencies or as the driving forces in Com- 
munity Chests and United Funds. Often a 
volunteer hierarchy exists or develops where 
one can move from arranging flowers in a 
hospital room to become director of volun- 
teers (if he isn’t a professional), on to the 
board of the hospital and further on to 
head the Chest or Fund drive (after ascend- 
ing the ladder of its officers corps), reaching 
thus the pinnacle of volunteer careers 
within the community. Of course, if you 
take your Fund over the top, volunteers 
from other communities will come to find 
out how you did it and you may find your- 
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self propelled and 
national scene. 

The same “volunteer careers” are open 
via the Parent-Teachers Association or the 
League of Women Voters, service clubs and 
others. This is, of course, wholly desirable. 
First within community limits and then 
beyond it a volunteer enlarges his vision 
and viewpoint from a small focal spot 
toward ever-widening vistas and an ever- 
broadening spectrum of problems. 

Unfortunately, it doesn’t always happen 
that way, or not quite that way. Rare is 
the larger community that has not had or 
is not having a battle between its Council 
and its Chest or Fund—if you forgive me 
for using old-fashioned terms for a moment 
—the “professionals” in the Council against 
the “volunteers” responsible for the fund 
drive. Often these controversies reflect in 
part divergent sectarian interests within a 
community as well as conflicting local and 
national concerns. 

Let us return now to a further considera- 
tion of parallels between government and 
so-called voluntary agencies. Although 
there exists a hierarchical structure within 
which volunteers can rise, individual volun- 
teers are often insufficiently acquainted with 
the activities and goals of their agency 
staffs. In well-functioning agencies staffs 
and boards are thoroughly integrated, but 
I believe often at the expense of community 
integration. I do not have to spell out for 
you how arbitrarily budgets are fixed when 
the Fund pie gets sliced and how the Fund 
goal is often kept within the limits of the 
attainable to avoid undue risks of failure 
on the one hand or upsetting the com- 
munity by letting them know that not all is 
well on the other. Instead of behaving as 
ambassadors and interpreters of agency and 
community needs, let alone as community 
leaders, the volunteers tend to “adminis- 
tratise” the community health and welfare 
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onto the regional 


program in the same bureaucratic manner 
that we attribute only to the government. 
Rare indeed is the Fund or Chest drive 
that includes education about and emphasis 
on what the community does not have but 
ought to have or what it doesn’t do but 
ought to do—and that it will cost a lot more 
money. 


For instance, in the last few years an en- 
tirely new community problem has arisen 
with the introduction of new drugs in the 
care of the mentally ill. Just as ten years 
ago in the tuberculosis field, now in the 
mental health field increasingly large num- 
bers of partially recovered patients are re- 
turning to their communities. As is well 
known, only a concerted well-integrated 
community program involving all health 
and welfare services can meet the needs of 
these patients. How many communities are 
so prepared or are so preparing themselves? 
How many Chests or United Funds have 
declared: “We have to raise our goal 10% 
to 15%—whatever it takes to meet this 
emergency constructively—in addition to 
our usual annual increment?” 

Where should such a campaign begin? 
With the psychiatrist, the state hosiptal, the 
community volunteer or the social worker 
in the family service agency? Unfortu- 
nately, there is little precedent for suf- 
ficiently meaningful communication be- 
tween agency staffs and the volunteers 
affiliated with them to permit effective and 
realistic consideration of such a complex 
problem. And this points to the heart and 
the central issue in the utilization of volun- 
teer motivation. Orientation in the pro- 
gram of one agency and its mode of 
operation is insufficient education in two 
respects. It may not include sufficient 
emphasis on community-wide problems but, 
more important, it rarely helps the volun- 
teer to understand his role. 


È 


| 
| 


g 


If the volunteer—including the “profes- 
sional”—is to become really acquainted 
with his role he must understand something 
of his motivational forces. We ignore well 
established psychodynamic tenets when we 
act as if education were a purely intellectual 
matter. At least the volunteer must be 
helped to recognize or accept consciously or 
unconsciously that his volunteering is re- 
lated to a need for meaningful group ac- 
tivity and communal participation. Mr. 
Davis's second commandment reads: “To 
govern a board or a committee through 
joint thinking and not by a majority vote.” 
I can only add that you cannot share think- 
ing without sharing feelings. 

Although we are just beginning to under- 
stand group processes, some principles can 
be stated. Whether the group is a family, a 
sales organization, an army platoon, a 
health agency, a school class or a high 
policy-making body, its morale determines 
its effectiveness. Leadership in turn deter- 
mines its morale, and a good leader helps to 
identify the goals of the group and to 
Strengthen its faith in its social purpose. He 
also promotes mutually beneficial relation- 
ships within the group by facilitating par- 
tial identification with himself, and finally 
he exemplifies integration of the group into 
the larger organization to which it belongs. 

Dr. Coleman indicated that we believe 
only group discussion, under appropriate 
leadership, of the social role of the volun- 
teer can lead to the fullest utilization of 
volunteer motivation, i.e., we seek to stim- 
ulate education about volunteer work which 
transcends intellectual exchange of infor- 
mation about one agency or one commu- 
nity. We seek to stimulate the identification 
of the constructive and personality-ma- 
turing forces that operate so successfully 
within the family, because they are essential 
to other successful group enterprises. We 
seek to stimulate an understanding of how 
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to put them to use in community work for 
all volunteers, 

As to the nature of the motivation of in- 
dividuals or of groups, Mr. Davis indicated 
this too in his tenth commandment: “You 
must combine,” he said, “a New England 
conscience with an Irish sense of humor.” 
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Music as a therapeutic agent 


This article is suitably dedicated to the 
memory of Dr. S. D. Mitchell, who was a 
great protagonist of music therapy in men- 
tal illnesses. It describes various ways in 
which we have applied music at St. 
Bernard’s Hospital (a 2,400-bed mental 
hospital), the investigations we have con- 
ducted into certain aspects of its uses and 
the results we have obtained. 


HISTORY 


The application of music to treat mental 
patients is not a novel conception. Indeed 
ever since primitive man first endeavored to 
cope with mental disorders music has been 
used therapeutically in devious ways, with 
fluctuating enthusiasms and varying degrees 
of success. It is not relevant for us to de- 
scribe here the history of music therapy. 


————— 


Dr. Blair is consultant psychiatrist and Mrs. Brook- 
ing music therapist at St. Bernard’s Hospital in 
Southall, Middlesex, England. 
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Suffice it to say that there are many classic 
examples of its application. The nineteenth 
century saw the advent of numerous men- 
tal hospitals and from their inception the 
value of music for entertainment and re- 
ligious purposes was appreciated and uti- 
lized. During this century the British 
Council for Music in Hospitals has been 
helpful in providing classical concerts by 
expert musicians. Apart from this there 
has been in some quarters a strong en- 
deayor to encourage patients to produce 
their own musical entertainment through 
the medium of a patients’ orchestra or per- 
cussion band. Although there are records 
of many important persons with deranged 
minds being treated individually by the pro- 
duction of music (for example, Saul’s epi- 
leptic outbursts being soothed and placated 
by David’s harp; King George II of England 
and King Philip V of Spain being roused 
from their melancholia by music), as yet 
very little has been done to use music for 
the treatment of individual patients in the 


; 
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modern field of psychiatry. It seems that 
music has so far been applied too vaguely 
and with so little knowledge of its real po- 
tentialities that definite indications for its 
optimum utilization in any patient haye as 
yet been lacking. 


PLAN OF ACTION 


In February 1955 Mrs. Brooking started at 
this hospital as a music therapist for two 
half-day sessions a week, increased in due 
Course to four such sessions. The coopera- 
tion between a skilled psychiatrist and a 
skilled musician within the precincts of the 
hospital seemed to afford the chance for 
new investigations and we have since then 
worked together as a team endeavoring to 
explore novel vistas of music therapy. 

In defining our plan of action we were 
influenced by the following considerations: 


1. The comparatively short time during 
which the music therapist would be avail- 
able. 


2. The various ways in which music may be 
expected to influence patients beneficially. 


3. The various types of patients being dealt 
With and the modes of therapy already 
being used. 


£ The place that music must reasonably 
be expected to occupy in relation to these 
other treatments, 

We decided that the 16 hours a week 
should be divided into half-hourly and 
hourly Periods for the purposes described 
below, 


SOME EFFECTS OF MUSIC 


There can be no doubt that music has from 
man’s earliest days exerted extremely potent 
influences upon him both individually and 
communally, The potency of rhythmic 
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music on primitive societies is evident to all 
who have witnessed it, as one of us has done. 
It is used in all forms of activity (for ex. 
ample, war dances, wedding dances, work- 
ing songs and religious rituals), and a great 
deal of the satisfaction that it induces seems 
to stem from the chantings and bodily 
movements which almost invariably accom- 
pany it. As man became more civilized 
melody and harmony became more pro- 
nounced in music and these have usually 
induced pleasurable mental and bodily re- 
laxation. 


orchestral scores has allowed the listener to 
indulge in new realms of thought and fan- 
tasy prompted solely by music. There is not 
the slightest question that modern civilized 
men differ enormously in their response to 
the various categories of music, to the dif- 
ferent compositions within one category and 
from time to time to any specific composi- 
tion according to their mood and circum- 
stances. A particular piece of music may 
have a particular significance for any indi- 
vidual by virtue of its associated memories 
of past events. 

Every person must be considered a com- 
plex entity in his responses and reactions to 
music but, broadly speaking, music may be 
said to exert the following influence in 
varying degrees on almost anyone: 

l. Music of all categories may produce 


pleasure for the listener by merely being 
heard. 

2. Rhythmic music is the basis for the deep 
satisfaction experienced from the various 
types of dancing, 

3. Certain compositions can stimulate a 
person’s affect and emotions and produce 
feelings of exhilaration and excitement, 


4. Some pieces have a soothing and relaxing 
effect upon mind and body. 
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Finally the advance to the 
higher levels of classical instrumental and 
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5. Certain music can rouse the imagination 
and give rise to new thoughts. 


6. Some tunes may revive past memories, 
either pleasurable or painful. 


7. Some people enjoy the study of music as 
a subject and increase their knowledge of 
the works of famous composers and of the 
theory of music. 


8. Participation in the production of music 
in one form or another affords the majority 
of human beings a feeling of great satis- 
faction. A few obtain satisfaction from 
individual performances but group activi- 
ties are favored by the majority. In either 
case an elevating feeling of accomplishment 
is aroused in those taking part in these 
activities and an attendant feeling of social 
fellowship is experienced. 

Music may produce beneficial effects in all 
the above ways. 


TYPES OF PATIENTS 
AND TREATMENT 


St. Bernard’s Hospital is virtually divided 
into two sections. In the larger section are 
chronic patients cared for and treated as far 
as possible. Here are all the types of illness 
usual to such wards. The smaller section 
is devoted to the treatment of recent ad- 
missions. The majority of recent admis- 
sions (apart from patients suffering from 
senile dementia or organic diseases of the 
nervous system) may be diagnostically 
grouped under three headings: depressive 
states, schizophrenic and schizophreniform 
patients, and all types of psychoneuroses. 
The most serious problem confronting 
the hospital is that of obtaining the maxi- 
mum efficacy of multidimensional treatment 
for the recent cases. Any measure calcu- 
lated to abbreviate and fortify treatments 
already in use would be most welcome and 
we believe that it is here that music therapy 
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may have a part to play. The tremendous 
advances made in psychiatry during recent 
years have been responsible for the modern 
psychiatric therapeutic armatorium. All 
modern methods of treatment are in use at 
St. Bernard’s Hospital and the question 
whether music therapy as such is to be in- 
cluded among them remains to be seen. 

At the time we commenced our work 
music was being used in this hospital for 
the usual entertainment and dancing pur- 
poses. There is room for considerable im- 
provement in these musical activities under 
the guidance of a music therapist, but in 
view of her limited time available we de- 
cided that it would be advantageous to 
ascertain the value of certain other uses of 
music among recent patients. For adminis- 
trative convenience it was necessary to limit 
these activities to a ward for recent admis- 
sions containing 60 patients, all female. 


METHODS 


After much consideration a weekly program 
was devised and has been adhered to for the 
last nine months, during which the music 
therapist has been available for four half- 
day sessions a week. 

Group singing has attracted an average 
attendance of 30 patients. From the psy- 
chiatric point of view this is intended to 
afford them pleasurable occupation and the 
benefits mentioned in paragraph 8 above. 
This group is attended by any patient who 
wishes to do so. 

The percussion band was devised with an 
objective similar to group singing but also 
with the intention of using it to produce 
music that would allow some sublimation 
of repressed aggression without requiring 
participants to have any previous skill with 
musical instruments. The average size of 
this band has been 15 patients. 

The musical appreciation group was ar- 
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ranged for patients who enjoy the study of 
music as a subject. Any patient requesting 
to join the group is always allowed to do so. 
This group averages 12 patients. 

Each small group contains six patients 
with a similar diagnostic illness. Thus 
Group 1 contains only depressive patients, 
Group 2 schizophrenic and _schizophreni- 
form cases and Group 3 psychoneurotics. 
The general intent is to give them an oppor- 
tunity to hear compositions in the main 
categories of music but varying widely in 
quality and to try and observe any differ- 
ences in the reactions among the three 
groups and among the patients in each 
group. 

Individual therapy has been utilized in 
two different ways: (1) Pianoforte lessons 
are given to individual patients with 
reasonable efficiency in music who had 
learned to play the piano in the past but 
who have not played during their illness 
and sometimes not for many years previous 
to it. (2) Music is used for the purpose 
of producing certain definite effects on in- 
dividual patients. This latter method calls 
for the closest cooperation of all between the 
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psychiatrist and the music therapist. From 
his knowledge of the patient the psychiatrist 
decides the effect he wishes to be achieved. 
He then discusses the patient with the music 
therapist, explaining the prevailing situa- 
tion and the purpose for which he wishes 
music to be used and leaves it to her to try 
and accomplish this purpose. The various 
objectives aimed at are: 


l. Reducing anxiety, agitation, irritability 
and emotional tension and producing men- 
tal and bodily relaxation. 


2. Relieving severe depression. 


3. Stimulating emotional reactions and in- 
terests in dull and apathetic patients, 


4. Reviving significant past memories. 
5. Mollifying resistance to psychotherapy. 


Consultation between the psychiatrist and 
the music therapist is deemed to be of the 
greatest importance. Unfortunately this 
cannot be held as often as desirable but a 
regular meeting takes place every Friday 
afternoon, 

Group singing and percussion band ac 
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TUESDAYS 


10:30 a.m.-11:15 a.m. Individual patient 
11:15 a.m—12:00 m. i ji 
12:00 m.-12:45 p.m. g 4 
2:00 p.m.—2:30 p.m. 4 y 
2:30 p.m.-3:00 p.m. ed = 
3:30 p.m—4:00 p.m, 
4:30 p.m.—5:00 p.m. 


Small group 3 
Individual patient 


Group singing and percus- 


5:00 p.m.-6:00 p.m, sion band 


FRIDAYS 


10:30 a.m.-11:15 a.m. 
11:15 a.m.-12:00 m. ‘a is 
12:00 m.—12:30 p.m. 
2:00 p.m.-2:30 p.m. 
3:00 p.m.-3:30 p.m. 
3:30 p.m.-4:00 p.m. 
4:00 p.m.-5:00 p.m. 


Individual patient 


Small group 1 
Small group 2 
Individual patient 
“ “ 
Conference (music therapist 
and psychiatrist) 


5:00 p.m.-6:00 p.m. Music appreciation class 
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tivities go on in a large, pleasant common 
room admirably suited for them. We were 
fortunate in obtaining another smaller 
room approximately 14’ x 17’ for the other 
activities. This room has a grand piano 
and an electric gramophone. A couch is 
there for the patient who wishes to recline 
and there are comfortable armchairs to 
accommodate members of the music appre- 
ciation group and the special groups of 6. 
The room is located about 20 or 30 yards 
from the nearest ward, allowing patients a 
feeling of security from the observation, in- 
terruption and listening of other patients. 
We have found this of great import. 


TECHNIQUES 


The techniques described here are based on 
‘the results of the comparatively limited ex- 
perience we have had. 

The personal relationship between the 
music therapist and the patients, either in 
the groups or in individual therapy, has 
been found to be of paramount importance, 
as the psychiatrist had anticipated. ‘The 
mere playing of instruments or gramophone 
records in a routine fashion is comparatively 
ineffective. The function of the music 
therapist is, so to speak, that of a catalyst 
greatly enhancing the various effects of the 
music on the patients. 

Certain general principles are applicable 
to all forms of music therapy. First is the 
importance of the music therapists’s obtain- 
ing a reasonable degree of rapport with her 
patients. Second is the necessity of arousing 
the patients’ interest and attention by 
selecting appropriate music. Third is the 
necessity of commencing any session by 
matching the music played to the prevailing 
mood for the patient or patients concerned 
and from there working towards a specific 
objective. 

Group singing has attracted a hetero- 
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geneous group averaging 30 patients. The 
personnel of this group has changed be- 
cause some patients have left the hospital, 
others have been transferred to other wards 
and new patients have taken their places, 
They present the usual varying degrees of 
positive and negative interpersonal emo- 
tional relationships but it has been found 
that if one can develop interest in the lead- 
ers other members, including even strag- 
glers, will follow suit. The first step is to 
find a song which arouses enthusiastic re- 
sponse from a few; this is usually a folksong 
or one of those commonly taught in schools, 
such as Handel’s “Where'er You Walk.” 
Once they begin singing the rest will usually 
follow. General interest is kept alive by 
encouraging individuals to express their 
personal choices of songs to be sung and 
fostering a group spirit of mutual support. 
Members will cooperate in other songs 
while waiting for their own request to be 
sung. A successful policy is to intersperse 
one or two new songs each week amongst 
old favorites. 

The same principles as for the group 
singing are used with the percussion band. 
After the instruments are handed around 
any music with a pronounced rhythm is 
played on the piano while patients explore 
the use of their instruments. (A person's 
interest in this form of musical activity may 
easily be aroused even if she has little ex- 
perience and few ideas in music.) This is 
followed by dividing the group into sec- 
tions (each section taking part of a bar) and 
where possible achieving cross rhythms, 2-8» 
2 and 3%. Music with a strongly accentu- 
ated beat, fast enough to release much 
energy and slow enough not to strain the 
span of attention, is found to be the most 
effective. 

One hour a week is reserved for the music 
appreciation group. Patients are invited 
to come and listen to music and to ask ques 


tions and enter into discussion about it. 
Programs are arranged to suit as many mem- 
bers of the group as possible. 

In the groups of 6 the music therapist 
plays suitable compositions on the piano 
and uses the electric gramophone for ap- 
propriate orchestral records. The first 
objectives are to afford pleasure, stimulate 
the emotions and produce beneficial reac- 
tions. These reactions are encouraged by 
group discussion and criticisms and by al- 
lowing the patients the choice of pieces to 
be played and fostering in the music room a 
congenial happy atmosphere. ‘Thereafter 
the therapist endeavors to assess the reac- 
tions of the groups to different types of 
music. She chooses certain pieces for this 
purpose and disperses them among choices 
from the group. 

In working with the individual patient 
it is a fairly simple matter to relieve tension 
in even the most “highly strung” by playing 
the piano. Gramophone records are not 
anything like so successful. But picture 
music written for orchestral instruments is 
a powerful means of stimulating the 
imagination. 

Reviving the patient’s associations with 
the past is necessarily tied closely to par- 
ticular music which can be discovered 
only by talking to the patient. Subse- 
quently this can be used at will to bring 
up this same memory, which in its turn can 
Spark off a train of others. So far the most 
successful method in following this up has 
been to use gramophone records as a back- 
ground while encouraging the patient to 
talk. 

A change of mood is most easily induced 
by the therapist playing ghe piano, personal 
contact (musical) with the patient being the 
vital experience here. It has proved pos- 
sible to control mood almost bar by bar 
with neurotic patients. This is also the 
most effective means of bringing uncon- 
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scious memories to the surface, since in this 
contact split-second changes of mood and 
tension often produce the desired effect. 


RESULTS 


Our year’s work may perhaps best be de- 
scribed as exploration and reconnaissance. 
We have no startling results to reveal and 
we make no firmly established claims. We 
believe the experience we have gained and 
the results we have witnessed provide indi- 
cations for further investigations which may 
result in a more valid assessment of the 
potentialities of music therapy, and this 
applies particularly to its use with indi- 
vidual patients as opposed to groups. 

The results obtained from group singing 
have been those that we had anticipated 
and that had been obtained by other people 
using this method. Nevertheless a few 
special features are worth recording. 

The majority of the patients in the ward 
concerned, no matter what their diagnosis 
might be, have tended to have feelings of 
inadequacy and inferiority, to be self- 
preoccupied with their particular worries 
and troubles and to find difficulty in social 
contacts and group activities. Therefore, 
sessions usually commence with patients in 
rather a dispirited state and an atmosphere 
of indifference or even resentment. Often 
patients have had to be strongly encouraged 
and exhorted to attend the meetings. It has 
been noticeable that on every occasion en- 
thusiasm rose as events proceeded until at 
the end of the session good cheer and smiles 
prevailed. 

As a result of observing patients’ remarks 
and behavior there is no doubt in our minds 
that they nearly all obtain considerable 
satisfaction from the process of singing to- 
gether. During the year four small concerts 
were given by this group to the chronic pa- 
tients in other parts of the hospital. The 
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initial reception of the idea of a concert 
was smiles and enthusiasm, often followed 
by such anxiety, trepidation and doubt that 
in the final days before the concert special 
persuasion had to be exerted on some pa- 
tients to make them attend the sessions. 
Although the quality of the concerts varied 
the final program was always fulfilled and 
the reception from the audience always 
favorable. After the concerts the partici- 
pants invariably revealed considerable satis- 
faction in their accomplishment and con- 
comitant improvement in their self-respect. 

It has by no means been easy to interest 
this group in participating to their maxi- 
mum benefit. The results obtained have 
depended largely upon the personal rela- 
tionships between the music therapist and 
the group. The advantage of a skilled 
musician who can instruct and encourage 
patients and vary the program according to 
needs is of great import. 

Although the remarks just made regard- 
ing the group singing apply equally well 
to the percussion band, it has been evident 
that individual patients obtain great satis- 
faction in the type of instrumental activity 
they perform. ‘This applies to patients 
who have such poor singing voices they 
cannot take part in the group singing. 

The music appreciation group has been 
attended by the more musical members of 
the ward who obtain satisfaction from learn- 
ing more about music and from hearing 
works of famous composers. The partici- 
pation in criticisms and discussions has 
been beneficial. Most of them were reluc- 
tant to say much at first but as time went 
on were able to express themselves with in- 
creasing fluency to their delight. Several 

of them have remarked how glad they would 
be to be able to participate in musical dis- 
cussions after they have left hospital. The 
weekly session seems to be of real thera- 
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peutic value. It can be conducted only by 
a skilled musician, 

We have failed to find outstanding dif- 
ferences in the reactions of the three small 
groups of 6 patients. This may be largely 
because patients of all three types have had 
treatment oppropriate to their conditions 
and by the time they attend these musical 
activities have nearly always recovered from 
the acute phases of their illness. Thus the 
depressive patients have had ECT and 
while still depressed are not acutely so; the 
schizophrenics have received chlorproma- 
zine hydrochloride (Largactil) treatment 
and by the time they attend the classes are 
not in a state of acute schizophrenia; the 
psychoneurotics are receiving psychotherapy 
and their condition when attending varies 
of course according to the fluctuating emo- 
tional phases of their treatment. 

There is no actual yardstick for measur- 
ing results in these groups, but as a result of 
our observations over nine months we have 
found broadly speaking that each group 
responds to the various categories of music 
in similar ways but with varying tones of 
emotional reaction and with certain indi- 
vidual variations in each group. All 
groups seem to find the same types of music 
and composition either pleasant or un- 
pleasant. Each group finds pleasure in 
soothing and relaxing types of music; each 
also enjoys popular melodies and music of a 
stimulating character and dislikes sad or 
loud music. 

The schizophrenics react in a minor tone. 
At first they were very lukewarm and took 
longer to respond. As they have attended 
more sessions their interest and attention 
have improved and their emotional reac- 
tions have increased. They gain pleasure in 
the meetings and frequently tell the Ward 
Sister they are looking forward to the next 
session, 
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Depressive patients are very susceptible 
to music they like and are particularly an- 
tagonistic to excessive volume and pro- 
nounced rhythm. The appropriate music 
undoubtedly relieves their depression and 
some of them say they look forward to the 
sessions as the only times when they really 
feel relief from their symptoms. 

As might be anticipated, the outstanding 
characteristic of the psychoneurotic is emo- 
tional instability. They therefore react to 
their likes and dislikes with intensity and as 
a whole express their enthusiasms more 
loudly than the other groups. 

From time to time individuals differ 
from the general pattern of reaction; for an 
indiscernible reason one patient may 
detest a composition that the others find 
pleasant. ‘This probably results partly 
from variation in individual taste and 
partly from emotional associations that are 
aroused. One depressive patient was 
moved to tears as soon as music was played 
and would not attend the group after the 
first few sessions. 

There is one other feature amongst the 
youngest patients of all groups, namely, the 
fact that when they are at the worst phase 
of their illness they dislike rhythmic music 
but as they improve it appeals to them more 
until in some of them it becomes the most 
enjoyable form. 


INDIVIDUAL THERAPY 


It is very difficult to convey in print the 
effect that music has had on individual pa- 
tients. The only way to really appreciate 
this is to be in personal contact with the 
patient throughout the music session as the 
music therapist is or to see them before or 
after the session as the psychiatrist does. 
Perhaps the best way to portray results 
would be to publish all psychiatric his- 
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tories and the reports of each session made 
by the music therapist, but this is of course 
impracticable, would make very tedious 
reading and would not in the absence of 
personal contact with the patient really re- 
veal the situation. 

All patients receiving individual music 
therapy have also received other routine 
treatments and on no occasion are these 
curtailed or replaced by music therapy. We 
should make it clear that patients have not 
attended for merely one session but for a 
varying number (2 to 42) according to their 
reactions and needs. Moreover, although 
we have specified individual objectives for 
this treatment, frequently we have attained 
more than one objective with the same 
patients in the course of therapy. 

Music tuition has been given to two pa- 
tients who had previous musical experience 
and to one so artistic and talented as to 
warrant our encouraging her desire to learn 
to play the piano. Anyone witnessing the 
progress of the first patient (a schizophrenic) 
could have little doubt regarding the bene- 
fits she obtained from regaining her ability 
to play the piano. The second patient with 
previous musical experience was a highly 
skilled musician who, largely because of her 
neurotic condition, had unbalanced ideas 
about her music potentialities. The music 
therapist was able to obtain her cooperation 
and make her realize the limits of her music 
prowess, so that she now has a good perspec- 
tive in this matter and having left the hos- 
pital is happily participating in appropriate 
lessons and achieving the maximum success 
of which she is capable. This result could 
not have been obtained except by a skilled 
musician-therapist able rapidly to effect 
good rapport with the patient. The third 
patient, who is highly artistic and compe- 
tent, is making rapid strides in learning to 
play the piano, which she says gives her the 
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greatest feeling of accomplishment in her 
life. 

All the patients receiving individual 
therapy for other purposes have been psy- 
choneurotics and the total number treated 
during the year has been small. Results 
must therefore be considered as tentative. 

Music has been effective in soothing 
anxiety and emotional tension in every pa- 
tient referred for this purpose. Patients 
spontaneously acknowledge the relief they 
obtain and this is obvious to witness. The 
effect, however, fades out after a session is 
over and it is usually only in the course of 
a number of sessions that a more permanent 
effect seems to be achieved. One must re- 
member that these patients, as we have 
already pointed out, are having other treat- 
ments and one cannot state specifically that 
their improvement was the result of music 
therapy, but from our own experience we 
have little doubt that in each case this is at 
least a valuable aid to other forms of 
therapy. 

We have found that during a music 
therapy session relief of depression can 
nearly always be achieved even with pa- 
tients not responsive to other forms of 
treatment. Again the effects fade after each 
session but patients express gratitude for 
the momentary relief they obtain which 
seems to us to be of real importance in 
their over-all progress. 

Two apathetic patients were referred. 
One who had been in a state of emotional 
apathy and lack of feeling for a fortnight, 
resistive to psychotherapy and other treat- 
ments, regained her emotional feelings as a 
result of music therapy. This was achieved 
partly by the production of fear reactions 
(which occur very easily on hearing certain 
music compositions) and in contrast the 
production of pleasurable reactions. ‘The 
second patient who was apathetic in her 
reactions was aroused to a greater depth of 
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response in the course of several sessions. 

It was found that music was a potent 
means of reviving past memories and that 
these were frequently expressed during the 
course of therapy undertaken for some other 
purpose. One patient who had been in a 
state of agitation and tension for a con- 
siderable time received special benefit from 
a revival of pleasurable past memories with 
music. She has improved sufficiently to be 
about to leave the hospital and is emphatic 
in her opinion that music therapy initiated 
her improvement and has been largely in- 
strumental in her continued progress. An- 
other agitated patient who attended a small 
group for psychoneurotics disliked all kinds 
of music until one day a piece was played 
that had special associations for her. That 
day it was decided to give her individual 
therapy and this proved of great value in 
combating the severe agitation and depres- 
sion that she experienced. 

Two chronic cases of neurosis with a re- 
sistance to psychotherapy that had not been 
amenable to any other methods were re- 
ferred for music therapy. The first case had 
20 sessions of treatment. At first the re- 
sistance seemed to be mollifying and she 
became more frank and communicative. 


‘However, thereafter she seemed to become 


unconsciously fearful that her resistance 
might be broken, gradually retired into her 
shell again and refused to continue treat- 
ment. The second case is still in the course 
of treatment and so far has become more 
free in discussing her case and more co- 
operative psychotherapeutically. 

From personal observation, although it is 
still limited, of the progress of the patients 
that have been dealt with we have little 
doubt that music influenced individual pa- 
tients in all the ways we have described and 
we are of the opinion that it can be a valu- 
able aid to psychotherapy. 

Finally we must emphasize that patients 


~ 


may attend any of the various types of 
therapy we have mentioned, except that as 
a general principle those receiving indi- 
vidual therapy do not attend the small 
groups. Nearly all patients having the 
latter two therapies have voluntarily at- 
tended group singing and a number of 
them also attended the music appreciation 
class. Thus the total benefits obtained 
from music therapy by any one patient have 
been dependent upon the various branches 
in which she participated, but we have al- 
ready indicated that each activity is devised 
to benefit the patient in a different way. 
Patients having individual therapy have not 
wished to attend other forms of music 
activity during their worst phases. 

It is probable that all the cases we have 
dealt with would in due course have re- 
sponded to the other forms of treatment 
available, but we think music has been out- 
standingly beneficial in relieving their acute 
phases (agitation, depression, etc.), in afford- 
ing them, almost without exception, 
pleasure to a degree in depth they receive 
from no other activities and in stimulating 
their interests and enthusiasm in a manner 
not achieved to a similar extent by other 
activities, 

We believe patients can be influenced in 
individual sessions in a beneficial manner 
that is not possible when they attend in 
groups. This is particularly important in 
certain mental states including the acute 
phases of a psychoneurotic illness. The 
effects to be attained by individual therapy 
depend greatly on the personal relation- 
ship between the music therapist and the 
patient and the ability of the former to 
maintain good rapport with the latter and 
on the therapist’s knowledge and skill in 
dealing with that relationship. 

We do not have to emphasize the potency 
of music on the emotional reactions of any 
ordinary person and this is of course more 
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evident in many patients suffering from 
mental illness. It is therefore our belief 
that it is highly undesirable for a psycho- 
therapist, even one who is a skilled mu- 
sician, to participate in music therapy activi- 
ties with his patients. Many patients have 
such a craving to have pleasurable music 
played to them that it would be inadvisable 
for it to be supplied by their psycho- 
therapist because of ensuing emotional 
involvements. 


CONCLUSION 


We have described the results of our year’s 
work in music therapy. Any conclusions to 
be derived from them can of course only be 
tentative and much further work is re- 
quired in this field. In view of the vast 
progress in modern psychiatry the age 
arises whether there is any room or need for 
music therapy along the lines we have de- 
tailed. Assuming the psychobiological out- 
look on any patient and the multidimen- 
sional therapeutic approach, we believe 
music therapy has a part to play which may 
be found to be at least as important as the 
part played by art therapy, 

It is our contention, however, that the 
mental attributes associated with the appre- 
ciation of music are so complex, the varia- 
tions of response so vast from one individual 
to another and from one time to another 
within the same individual, the variety of 
musical compositions so enormous and the 
circumstances of each person so changeable 
from day to day that no scientific statistics 
are ever likely to be produced for music 
therapy. It is only personal contact with 
the patients that can enable one to appre- 
ciate the potency of music as a therapeutic 
agent and only clinical observations that are 
likely to vindicate the use of music therapy 
and the desirability of employing a music 
therapist in a mental hospital. 
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The risks of 


freedom-giving group leadership 


One of the hallmarks of the American 
scene is the freedom with which we criticize 
our leaders. From the neighborhood barber 
shop to the nearest backyard fence we ex- 
amine and cross-examine those who assume 
or accept leadership. Keen observers of the 
realm of politics have often studied this 
phenomenon. Veteran convention-goers are 
well aware of the chorus of critical “If-I- 
were-running-this-show” comments that rise 
in the hallways and back rooms after the 
first day’s enthusiasm has died away. 
Mental health education leaders experi- 
menting with new methods also have be- 
come aware of the “hostilities” toward the 
leader that can develop. Some have become 
so concerned about these phenomena that 
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they have voiced serious questions about the 
value of certain group methods. 

Now that Bion (1), Thelen (2) and others 
have begun to identify states through which 
some small groups tend to pass it has be- 
come possible to identify and describe in 
more detail the forces behind these criti- 
cisms of the leader. The observation that 
these reactions against the leader appear to 
fall within a general pattern makes it pos- 
sible to more or less predict some of these 
reactions as the calculated risks of group 
leadership. 

Do these risks always occur? In what 
kinds of groups do they arise? Can they be 
avoided? 

Oddly enough, it is possible to lead and 
never become aware of any counter-reaction 
to one’s leadership. First, people usually 
“take apart” a leader when he is not around 
so that often he never hears the diatribes 
against himself. Second, the majority of 


groups in our culture are run in a controlled 
way that keeps “leader hostility” bottled up 
or carefully re-directed. 

The fullest measure of resistance to the 
leader appears to develop in groups that 
meet for a week or more and allow their 
members a free voice in expressing their 
feelings. Such resistance is best seen when 
the group is helped to or allowed to 
progress through the four stages of group 
development as identified by Thelen. Bion 
classified them as the steps of dependency, 
counter-dependency, independency, code- 
pendency and interdependency. Progress 
through these stages or steps involves free- 

‘ing a group from its dependency on the 
leader and the maturation of the group to 
higher levels of cohesion, cooperative action 
and group thinking where individual dif- 
ferences are accepted and used and where 
individual growth is enhanced. In these 
processes lie the calculated risks of group 
leadership. 

It is possible, however, to avoid resistance 
to the leader by keeping a group “de- 
pendent” or by ingeniously devising ways to 
drain off the “leader hostility.” For in- 
Stance, a crowded program of lectures with 
no time for discussion postpones any ex- 
pressions of resistance until the group is out 
in the halls and cloakrooms. Another pat- 
tern of control is that of organizing the 
program so that when critical forces begin 
to appear they are re-directed by assigning 
members to buzz groups, work groups or 
committees which must carry out certain 
tasks under time pressures. Thus increas- 
ing the pace, creating too big an agenda to 
complete and keeping the length of the 
conference short all limit the opportunity 
for expressing criticism—at least on the 
floor of the meeting. 

To summarize: Short-term, leader-de- 
pendent, production-centered groups permit 
less leader resistance to develop; long-term, 
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high participation, individual-centered, free 
expression groups permit fuller develop- 
ment of this phenomenon. 

For further clarification it might prove 
rewarding to consider in detail the follow- 
ing questions: What is the pattern of 
leader resistance? What are the risks the 
leader encounters in allowing a group to 
mature? By using Bion’s stages of group 
development as a reference and a fictitious 
discussion-leader training group that is 
mental health oriented as a model, we can 
trace some of the typical risks a leader of 
this group might face. Before considering 
the group itself, however, it is important to 
note those phenomena that precede its 
formation. 


PRE-TRAINING COURSE 
RESISTANCES * 


From the literature of group dynamics and 
confirmed by our own experience we have 
seen how the most carefully worded an- 
nouncements of a course and statements of 
its purpose become twisted by prospective 
participants. Each one—reading from the 
viewpoint of his own needs, dynamics, 
background and semantics—interprets the 
course’s purpose in his own way and builds 
up expectations of the leader such as were 
never dreamed of by the leader. Before 
the leader meets the group the first strike 
has already been called, for no person (or 
team) can possibly meet the range of the 
participants’ expectations. Inevitably the 
expectations of some group members will be 
frustrated and some of them will blame the 
leader for this failure to meet their needs. 
In addition, all prospective participants 
have had experience with leaders before— 
their fathers, bosses, teachers and others. 
They therefore carry around emotional 
images of leaders, some favorable, some not. 
The potential participants of a training 
group thus form pre-images of the leader— 
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“he is an expert . . . he has the answers” 
or “he'll push us around... he doesn’t 
know as much as I do.” Even before the 
group assembles some already like, and 
others anticipate disliking, the leader. In 
addition, after they meet the leader many 
will react to him not in terms of what he is 
really like but in terms of the pre-image 
they project upon him. When they find he 
doesn’t fit this image, frustration and re- 
alignment of their conception of him are 
inevitable and these in turn color their rela- 
tionship to him. Thus the leader has two 
strikes against him as our fictitious training 
group assembles. 


EARLY REACTIONS TO THE LEADER 


Assuming our hypothetical discussion- 
training course is mainly designed 
not to give information nor solve a prob- 
lem but to strengthen the participants in 
leading discussions, to help them acquire 
security, poise, flexibility and sensitivity in 
working with groups, then it is important 
that the trainees be allowed to experience 
some of the normal phenomena that occur 
_in groups. Experience has too often shown 
that a course based on the giving of infor- 
mation by experts leaves trainees depend- 
ent, insecure and unskilled. On the other 
hand, allowing participants to discuss in- 
formation, pose problems, solve them, play 
various roles and practice leading the group 
in their own way creates a better oppor- 
tunity for them to develop by discovering 
their own skills, thinking through their own 
situations, achieving their own sense of 
security. In our experience this type of 
training gives participants a greater capac 
ity for performing independently and a 
greater ability to work interdependently 
with others. If this approach is what we 
want, we must be prepared for the reactions 
to the leader that will arise. 
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THE DEPENDENCY EXPECTATION 


Borrowing from Bion’s perceptions, we can 
expect that many of our trainees in this 
course will come to the meeting expecting to 
be dependent. They will expect the leader 
to feed them a pre-digested intellectual 
pablum that they can painlessly take in. 
They will be delighted with lectures, 
charts and pamphlets but will soon be disap- 
pointed when the leader—knowing that 
learning involves more direct participation 
—begins to present problems for solution 
by discussion. Soon one hears, “Why 
doesn’t he answer these questions? . . - We 
need a lecture... . Too many members 
are talking. . . . Let's have our leader tell 
us.” As their dependency expectations are 
frustrated they become confused, anxious Or 
even angry, and blame the leader or other 
members of the group who are now begin- 
ning to emerge as leaders. In defense, the 
dependent ones may build themselves into — 
a sub-group and demand that the leader » 
“take the course back... we need an 
planned, structured agenda.” The leader 
who believes in group members’ taking re- 
sponsibility for their own learning and for 
the cohesiveness of their group finds himselt” 
caught between the dependent sub-grou 
demands for “firmer leadership,” the ris 
attacks of the anti-dependents (see belo 
and his own image of how the group 
mature with increased freedom to direct 
themselves. ; 


REVOLT OF THE ANTI-DEPENDENT! j 


Again borrowing from the insights given El 
by Bion, Thelen, Cartwright and Zander (3) 
and others—confirmed by our own © 
perience with such training courses—V 
know that some individuals come to ©” 
group with the feeling, conscious OF ung 
conscious, that “only by depending oP out 


selves (not the leader) and by letting the 
group run itself will I get what I want out 
of this course.” This sub-group is usually 
quiet at first, sizing things up. As oppor- 
tunities for participation arise they become 
proposing their ideas, their 
methods and their agenda, sometimes in 
opposition to the leader's approach. 

Our studies have shown that as pre- 
training course expectations are thwarted 
and dependency needs are frustrated mem- 
bers shift from the sub-group of dependents 
and become recruits for the rising sub- 
group of anti-dependeénts. These are called 
anti-dependent (not independent) because 
they have little or no real program to meet 
the total group's needs and are mainly 
against the present leadership. They ex- 
press their views with comments such as: 
“The leader is too controlling. . . . He 
doesn’t listen to the group. . . . If I were 
leading I'd never have. . . .” As these feel- 
ings gather momentum and as the nominal 
leader creates opportunities for participa- 
tion this sub-group pushes forward emerg- 
ing leaders who often try to take over. 
Usually they ride high, then fall—fall be- 
cause they too cannot meet all the expecta- 
tions and demands various members are 
placing on them and because they are not 
truly group-centered but only protesters. 
All this drama takes place masked behind 
the topics being discussed in our discussion- 
leader training course. 


active in 


Where is the nominal leader inal this? 


He is caught between the extremes of the 
sub-groups with the dependents demanding 
more leadership, the anti-dependents de- 
manding less. Confusion, frustration, be- 
wilderment, anxiety and anger are brought 
to him by various members to be alleviated; 
he sees others evading, shrinking or even 
preparing to go home. In short, by pro- 
viding the setting for the growth of a group, 
the leader has helped create a situation 
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where it appears he is failing everybody— 
and everybody is telling him so either ver- 
bally or non-verbally. Despite Bion’s re- 
assurance that these feelings are directed 
against the traits of leadership (not against 
the leader) the leader nevertheless ex- 
periences a hostility or rejection that can 
seem real, personal and threatening, At 
this point our fictitious discussion-leader 
training course seems on the point of fail- 
ure. During this stage only the leader's 
firm belief in people and in the group, his 
knowledge that this is a normal stage of — 
growth, like adolescence, and his calm in- 
sistence that the group must solve its — 
problems of polarization help him face the 


risks of dethronement and loss of prestige. 


L 


THE FALSE SOLUTIONS M 


This power struggle between the dej ent 
faction and the anti-dependent faction puts 4 
the leader in the position of being damned 
if he leads or damned if he doesn’t. He is — 
thus often perceived as having failed at 
leadership. Now, however, as the protest 
leaders of the anti-dependent faction also 
begin to fail to meet group needs, anxiety 
begins to mount in the members of the 
group. To meet this anxiety some assume 
that the group must heal itself. Thelen 
points out that one group may quietly 
arlopt a code of politeness and then pour its 
énergies into being productive. Bion notes 
that another may have a fling at being in- 
dependent by ignoring the leader who 
failed and trying to function without him, 
while its participants repress anxious feel- 
ings and take flight in busy work. 

Basically these are false solutions. The 
rigid politeness covers up differences that 
still exist, feelings that cannot really be ex- 
pressed. Relationships between partici- 
pants tend to be stilted and stiff. Often big 
work plans are made and then collapse be- 
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cause no one really wants to carry them out. 
Some members begin to feel guilty and say 
that “we are not using the leader.” Gradu- 
ally the false politeness breaks down 
and the attempt at independence from 
leadership fails. 

‘The group now begins to see the need for 
emotional honesty and real relationships, 
for staff and group togetherness and the 
services of the leader. The independent 
trait of ignoring the nominal leader gradu- 
ally changes to interdependence with him. 
This becomes an interdependence of equals 
where the members can independently 
think and choose in what way to use the 
leader as a resource. Slowly the members 
begin to show more concern for one an- 
other and less of a tendency to demand that 
everyone conform to one group standard. 
Differences are tolerated, encouraged and 
explored. Ideas are combined as members 
help one another work out ideas. Again all 
this happens masked behind the topics be- 
ing talked about. Much of it happens at 
lunch, in bull sessions or during impromptu 
parties at night. In reality our mental 
health discussion-leaders training course has 
had two agendas: (1) the content agenda of 
the topics talked about and (2) the ex- 
periential agenda of the participants as they 
learn to relate to one another in a group 
setting. 

Perhaps this struggle to relate to leader- 
ship and to the leader himself would end 
happily with the group’s growth to inter- 
dependence, but unfortunately not all new 
members reach this level of group inter- 
action. As part of the debris of the struggle 
there are those casualties who are caught 
with their feelings arrested at the de- 
pendency, anti-dependency or independency 
levels of the group’s maturation. Even 
when our mental health discussion-leader 
training course is over some members will 
go home saying: 
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The dependents: “The program wasn’t or- 
ganized enough. . . . We needed more con- 
tent.... The leader was weak. ... He 
let things get out of control... . He al- 
lowed too much anxiety... . Next tinte 
let’s have a planned agenda, more experts, 
more lectures.” 


The anti-dependents: “Boy, was the leader 
manipulative. . . . We tried to rescue the 
situation but he blocked us. ... He 
wouldn't let the group run itself. . . . He 
was autocratic.” 


Those who gave up depending on the 
group: “I didn’t get anything out of the 
group or from the leaders, . . . I paired up 
with Mr. X and he helped me. . . . That 
group was too much for me. . . . I wasted 
my time. . . . There was too much anxiety 
to learn anything.” 


It would be ideal if all members of a 
group worked through to a new inter- 
dependent relationship with the nominal 
leader. This, however, is like hoping that 
all adolescents will work through to a new 
adult relationship with their parents in a 
companionship of equals. Regrettably, all 
adolescents don't. Some go on being de- 
pendent, rebellious or actively independent 
of their parents. Similarly, some in the 
group will continue chagrined, frustrated, 
resentful and suspicious of the leader. The 
publicity and reports they give back home 
about the course and the leader will be 
colored by (a) their frustrated pre-course 
expectations, (b) their pre-course images of 
the leader, and (c) the anxiety they ex- 
perienced as the group struggled from 
comfortable dependence on the leader 
through the stages of self-discovery to the 
sense of responsibility that is required to 
build a mature group. In addition, it is 
inevitable that a leader—in the complexities 
of group, interpersonal and learning 


processes—will make some genuine mis- 
takes. This, added to the difficulties listed 
above that result from the process of group 
maturation, makes it even more under- 
standable that providing freedom-giving 
leadership to groups involves some calcu- 
lable risks. 


IS IT WORTH THE RISKS? 


Lest the preceding presentation become a 
provocation for abandoning the leadership 
effort instead of depicting it as an enjoyable 
rendezvous with reality, it might be well to 
examine the positive gains of freedom- 
giving leadership. Such leadership can 
contribute positive values not only to the 
group but also to the leader. One can say 
incisively that it creates a laboratory for 
human growth, a chance to find for oneself 
but in concert with others some of the 
deeper and more meaningful social realities. 

A mature group becomes the most sensi- 
tive instrument to study human nature that 
we know. To lead such a group, however, 
is to expose one’s self to intensive study. 
Each group makes a searching examination 
of its leader, of his intent, his strengths and 
his weaknesses. Although some members 
will use these findings to tell others about 
the leader, it has been our experience that 
more members will use their insights to 
move toward him with understanding and 
the intent to help. If a leader is ready, his 
experience with a group can become a 
mirror in which he learns more about his 
social impact on others and the quality of 
his own interpersonal relationships. The 
feedback he gets not only gives him insight 
into those areas in which he needs to grow, 
but often reconfirms his belief that there 
are many people who basically care about 
others. Even more meaningful is the dis- 
covery that much of this caring is not just 
the “protecting-you-to-protect-my-own-skin” 
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kind of love but the firm, reality-facing con- 
cern for others that is rooted in the convic- 
tion that all individuals can grow. 

In addition to the potentials for personal 
growth that freedom-giving group leader- 
ship can provide, the experience becomes a 
laboratory in which to test some of the basic 
beliefs or assumptions underlying much of 
our work with human personality. Some 
of these assumptions can never be fully 
proved but we need to test them to re- 
confirm our belief in them. 

For instance, why should we break away 
from our culture’s mode of safe, peaceful, 
leader-dependent groups? Is the risk worth 
it? Why go uphill against the participants’ 
expectations that you will meet their needs? 
When you begin to answer these questions 
you find yourself going back to your basic 
assumptions—to your beliefs about people 
and groups. For example, to the belief that 
each group has the capacity to mature, to 
eventually direct itself and build an agenda 
superior to any a leader can give it. Behind 
this there are two beliefs even more funda- 
mental: the belief that there is a basic 
tendency in people toward healthy growth 
and the belief that most people have the 
capacity to work out their own growth and 
the right to determine for themselves the 
direction of that growth. 

Beyond these basic assumptions is the 
premise that individuals grow more and 
learn better in groups that are member- 
directed, free from dependence on the 
leader and conducive to interdependent re- 
lationships. This has been scientifically 
demonstrated in a number of situations. 

Each group that struggles through to 
maturity is a living demonstration, a live 
test of these basic assumptions and premises. 
In our own experience, despite the risks in- 
volved and the pain of growing, these 
values have been confirmed again and 
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again. Each confirmation reinforces our 
philosophy and builds in us a greater 
willingness to face the risks of leadership 
because we are confident it is worthwhile. 
As the leader begins to discover for him- 
self the tremendous potentials of free groups 
to help him grow in sensitivity and self- 
understanding, his fear of the risks and the 
mistakes he will make begins to weigh less 
heavily on him. As these experiences 
deepen his social insights and strengthen 
his basic beliefs in the values of the mature 
democratic group process, the inevitable 
criticisms he will provoke assume smaller 
proportions. He will see the frustrations 
and disappointments as part of the process 
of group growth—a growth not unlike that 
of children in a family. Just as the best 
of parents have their periods of inadequacy, 
anxiety and feeling lost, so the group leader 
will experience these too, Just as children 
tty to tangle their parents in dependent 
bids for help, in negativism or rebellion, so 
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the group leader will be faced by a com- 
parable drama of relationships. But just 
as it is a worthwhile goal of parenthood to 
help children develop into adult person- 
alities mature enough to think, cooperate 
and relate wholesomely, so the development 
of a group that can think additively, use 
differences in individual members as 
strengths and operate interdependently is 
an objective worth attaining and worth any 
leadership risks involved. 
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MAX HAYMAN, M.D. 


A unique day therapy center 


for psychiatric patients 


In November 1955 a day therapy center was 
opened within the-main focus of psychiatric 
activity in the Los Angeles area. It was 
established as an integral part of a large 
private sanitarium 15 miles and 45 minutes 
away from the city itself. The sanitarium 
staff, formerly resident only, was expanded 
to include an attending staff. The center's 
goal was to enable psychiatrists and psycho- 
analysts in the urban area nearby to provide 
adjunctive services or sanitarium care for 
„ their patients without time-consuming visits 
to the sanitarium. The day therapy center 
was therefore designed to provide assistance 
in the treatment of any patient who needed 
something more than office care. 

_ Accordingly, the following types of pa- 
tients were provided for: 


Dr. Hayman is on the staff of the Compton Sani- 
tarium and the Beverly-Compton Day Therapy 
Center in Beverly Hills, Calif. : 


1. Out-patients who lived at home and did 
not require sanitarium care but were psy- 
chotic, borderline, convalescent or severely 
neurotic. These could not be productively 
employed but were capable of selected ac- 
tivities. 
2. In-patients of the sanitarium who could 
be brought to the therapy center daily or as 
often as the doctor made appointments for 
them. They could have a full prescribed 
program of therapeutic activities. By doc- 
tor’s order they could be brought to the day 
therapy center and then taken to the beauty 
parlor, on shopping trips and to the movies 
or other activities. 
3. Out-patients who required somatic ther- 
apies. Available at the center were electro- 
shock, antabuse and various drug therapies. 
The uniqueness of this day hospital set- 
ting lies in a number of factors: It is located 
in the neighborhood of a large medical 
community. It provides service to a large 
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attending psychiatric staff. By its physical 
proximity it “brings the sanitarium to the 
city.” Because of these factors it provides 
a valuable mutual interaction of sani- 
tarium, day therapy center and resident 
staff on the one hand and attending psy- 
chiatric staff on the other. Accordingly, it 
prevents the all too frequent isolation of 
the psychiatric hospital from the commu- 
nity it serves and at the same time extends 
to the attending psychiatric staff its thera- 
peutic resources. 


THE DAY HOSPITAL CONCEPT 


The day hospital concept, originated essen- 
tially by Cameron (1, 2, 3) in 1946 and 
adopted shortly thereafter by the Mennin- 
ger Foundation (4), is taking its place in the 
evolution of psychiatric treatment. Other 
experiments are being pursued, notably by 
Rees (5, 6), Jones (7, 8), and Bierer (9) in 
England, which are related to this and 
which emphasize the social and group as- 
pects of therapy. In the last 25 years there 
has been a remarkable development in 
treatment methods, which has limited the 
usefulness of the standard psychiatric hos- 
pital and has stimulated the formation of 
new procedures and techniques. ‘These de- 
velopments have followed two paths—the 
physiological and the psychological. In- 
sulin shock therapy, while almost extinct or 
at least much less common as a method of 
treatment today, intensified a search for 
physiological methods of treatment. This 
was followed by electroshock therapy which 
—since it became an out-patient procedure 
—stimulated the idea of the day hospital. 
The feasibility of ambulatory insulin ther- 
apy, which could also be carried out on an 
out-patient basis, also became apparent. 
The most recent era of tranquilizing drugs 
has still further eliminated the need for 
hospitalizing many patients. 
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Concurrent with this there has been an 
extension of the field of effort in psycho- 
dynamics and psychoanalysis. During these 
last 25 years there has also been consider- 
able additional research into and under- 
standing of ego psychology, permitting the 
psychotherapeutic treatment of borderline . 
cases and overt psychotic patients. This 
development in turn stimulated and made 
necessary the development of attitude and 
milieu therapy. These changes in dynamic 
therapy were concurrent with and perhaps 
have been an outgrowth of change in the 
types of psychiatric illness. This change, 
as noted by an increasing number of psy- 
chiatrists, has been an increase in border- 
line states and character disorders. Fenichel 
(10) attributed the change to the need for 
character defenses against unpredictable 
teaching and disciplinary regimes. A par- 
ticularly important factor in the unpredict- 
ability has been the alternation between 
over-indulgence and over-strictness. Mis- 
interpretation of psychoanalytic findings 
may indeed have influenced an over-indul- 
gence in the upbringing of children. For 
example, there was the belief that since , 
inhibitions cause trouble one must get rid 
of all inhibitions. When this approach 
brought its inevitable problems, harsh and 
punitive methods were often applied as a 
corrective. 

The basic therapy used with borderline 
states is psychotherapy but additional tech- 
niques often make the difference between 
success and failure in treatment. These 
techniques include adjunctive therapies, 
which are valuable and may sometimes be 
vital; distribution of roles between adminis- 
trator and therapist, which may be necessary 
in certain instances (11); use of somatic 
therapies concurrent with psychotherapy; 
and providing the means for minimizing 
acting-out and for directing pathological 
impulses into more normal channels. 


A day therapy center is ideal in this 
respect because it offers services to private 
practicing psychiatrists that are usually 
available only in a hospital or,sanitarium. 
The patients of the day therapy center, in 
addition to borderline states, seem to be 
drawn in part from the neurotic group with 
severe character problems, in part from the 
psychotic group, many of whom are now 
accessible to psychotherapy. We must note 
too that often psychotic patients can be 
successfully treated because we are not so 
frightened of them as before. 


ROLE OF THE PERSONNEL 


The role of the day therapy center's per- 
sonnel is, of course, vital. Cameron empha- 
sized group integration with responsibility 
accepted by the group. He emphasized the 
need for training personnel in psycho- 
dynamics, manipulation of interpersonal 
relations and observation of patients. This 
is also an important part of our work at the 
center. So far, however, the development 
here has been more in terms of close per- 
sonal relationships between individual pa- 
tients and staff members. The ratio of pa- 
tients to staff permits these relationships to 
develop. They are based on the individual 


.patient’s spontaneous selection of a staff 


member, who need not be the technical 
leader. In our teaching of personnel, we 
emphasize understanding and acceptance or 
rejection (depending on the attitude pre- 
scription) of the patient's defensive symp- 
toms and maneuvers. The ultimate goal of 
the program is to make these defensive 
symptoms unnecessary to the patient insofar 
as possible, to relieve specific tensions and 
Strains and to permit the discharge of 


“Specific impulses by specific therapeutic 


prescriptions. 
Our arrangements were purposely made 
flexible so that the program could develop 
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in a spontaneous manner. There has been 
no jelling as yet but we have noticed a few 
developments. The aides, besides assisting 
in some somatic procedures, have had 
especially close contact with one or more 
patients. The personal relationships which 
develop must be observed closely lest they 
develop too much anxiety in either the pa- 
tient or the aide. 

It is planned that the social worker be 
used for group activities and for the obser- 
vation of group dynamics. The nurse in 
our center is primarily occupied with 
somatic treatments and has a rather re- 
stricted role in the therapeutic milieu. The 
occupational therapist, on the other hand, 
must be the hub of the activities program. 
She governs the milieu and directs the 
ancillary and auxiliary personnel. The role 
of the receptionist, we have found, is an 
extremely important one because she has 
the first contact with the usually diffident 
and helpless patient. Her most important 
task is to make the patient feel at home as 
quickly as possible and to help integrate 
him into the group. The psychological 
test program is still not fully worked out. 
Thus far we have tentatively selected the 
simplest tests that will give some informa- 
tion about the patient’s emotional and in- 
tellectual functioning and an inventory of 
his interests. These include Serial Sevens, 
the Cornell Index, the Shipley-Hartford test 
and the Lee-Thorpe Interest Inventory. 
Others are specifically ordered as required. 

Each patient is under the care of a psy- 
chiatrist in the area. We receive from the 
referring psychiatrist a clinical summary of 
the patient’s diagnosis, psychiatric status 
and therapeutic needs. We also receive a 
checklist of the activities prescribed by the 
psychiatrist and his suggestions for treat- 
ment. We have found, however, that we 
cannot presume too much on the time of 
the psychotherapist for his help in planning 
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the therapeutic program for the patient, 
and we have tried to restrict demands in 
this respect. Since personal contact with 
the therapist is most valuable, we try to ar- 
range for this whenever feasible. In any 
case we send a written report to the therapist 
at regular intervals which can be corrected, 
added to or criticized. 

Initially every patient is discussed in a 
staff conference with the whole staff partici- 
pating, and a program is planned. In regu- 
lar conferences thereafter problems of 
transference and counter-transference oc- 
cupy a good part of the discussions. 

The director of the center maintains ade- 
quate records in conformity with the stand- 
ards set for the residency training. He also 
carries on somatic therapies when requested 
by the attending staff. 


THE CENTER IN OPERATION 


The keynote in the center’s physical ar- 
Tangement is comfort and relaxation, with 
no institutional atmosphere. The reception 
room, except for the business office, is deco- 
rated as a living room. There is a den 
which is used as a card room and television 
room and the patients usually get together 
to have lunch there. Sanitarium patients 
have their lunches brought in from the 
sanitarium. Out-patients bring their own 
lunches and are served hot drinks. The mid- 
morning and mid-afternoon “coffee break” 
which has strong oral connotations for the 
patients helps keep the group spirit alive 
and functioning. 

The patients come to the center from one 
to five days a week, the frequency being kept 
very flexible. The sanitarium patients are 
brought to the center in a group; out- 
patients provide their own transportation 
to and from the center. 

The daily program begins at 9 a.m. and 
continues until 4:30 p.m., Monday through 
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Friday. The center makes its consultation 


rooms available for psychotherapy to its 
attending staff members; or, where it is 
feasible, patients are taken to the doctor's 
office. 

Assaultive or suicidal patients are ac 
cepted only for full sanitarium care. On 
improving, however, they are brought to 
the center each day from the sanitarium as 
indicated or they may be transferred to the 
out-patient program. 


FLEXIBILITY IN SERVICES 


The center as an adjunct to a sanitarium 
has many advantages. In those cases where 
the condition of patients who enter the 
center regresses to the point of extreme dis- 
turbance they have been transferred to the 
sanitarium. On the other hand, patients 
have been able to leave the sanitarium 
sooner by being transferred during con- 
valescence to the day therapy center. In 
this way, hospitalization has been reduced, 
there has been a more rapid turnover of 
patients and costs have been cut. Certainly 
many more patients are accessible to treat- 
ment by psychotherapists in their offices as 
a result of the services available at the 
day therapy center. 

The day therapy center, being in an urban 
setting, has unlimited opportunities for in- 
stituting new services. It can utilize psy- 
chiatrists with specialized skills to carry on 
group psychotherapy and psychodrama, and 
ancillary personnel for various activities 
such as gymnasium, dancing and social 
clubs. These resources are all being called 
on as the need develops. 


CONCLUSION 


In summary, we believe the day hospital 
idea will probably expand, spread to various 


centers in the country, bring psychiatric k 


ý 


hospitals and sanitaria closer to the com- 
munity and replace many archaic methods 
in the treatment and management of psy- 
chiatric patients. 

Our own day therapy center represents 
an experimental attack, both lay and medi- 
cal, on psychiatric illness within the com- 
munity itself. If the day therapy center 
meets the needs of our community, the ex- 
periment will succeed. 
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BENJAMIN MALZBERG, Pua.D. 


Cohort studies of mental disease 


in New York State: 1943 to 1946 


PART V. SENILE PSYCHOSES 


The number of first admissions with senile 
psychoses to the New York civil state hos- 
pitals has been increasing for many years. 
In 1920 there were 646 such first admissions, 
representing 9.8%, of the total first admis- 
sions that year. Thirty years later this 
number had grown to 2,439, or 15.2% of 
the total first admissions. This was not 
due to the growth of the general population 
of New York State, because the rate of first 
admissions with senile psychoses per 100,000 
population increased from 6.2 in 1920 to 
15.4 in 1950. Neither did it result from a 
disproportionate increase in the aged ele- 
ment of the general population. If we con- 
sider those aged 70 or over as representing 
the senile group, their rate of first admis- 
sions increased from 216 per 100,000 in 


TS EEE 
Dr. Malzberg was formerly the director of statis- 
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1920 to 568 in 1950. Since previous stu 
have all shown that rates of discharge 
crease to a minimum among the 0 
groups of admissions to mental hosp 
and that rates of mortality advance t 
maximum in such groups, it is obvidl 
that the increase of the senile psychoses 
must have a deleterious influence up on 
average results of treatment in the D 
York civil state hospitals. 

This study of the results of such ti 
ment is based upon five successive annui 
cohorts of first admissions with senile | 
choses to the New York civil state hospi 
The first cohort was drawn from admissi 
during the fiscal year 1943-44. The fifth 
cohort was drawn from admissions during — 
the fiscal year 1947-48, The total for a 
five annual groups was 10,666. This is 
less than the total first admissions 1 
senile psychoses during the same pel 
The difference resulted from the fact | 
first admissions who had left the state $ 
pital system by transfer to other menta — 
hospitals or who were readmitted to these 
other hospitals were not in the five cohorts. 
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The age distribution of the 10,666 first 90%, were therefore over 70 years of age 
admissions is shown in Table II. There at the time of admission, a fact which will 
were only 48 who were under age 60 at the be shown to have an important effect upon 
time of admission, representing premature the subsequent movement of the patients, 
cases of senility. Those aged less than 70 Although the number of first admissions 
included only 12% of the total. Almost declined after ages 75 to 79 it is significant 


; 

_ TABLE I 
First admissions with senile psychoses to New York civil state hospitals, 

| fiscal years 1943-44 to 1947-48 inclusive 
FISCAL YEAR MALES FEMALES TOTAL 
1943-1944 898 1,353 2,251 
1944-1945 849 1,133 1,982 
1945-1946 840 1,326 2,166 
1946-1947 783 1,289 2,072 
1947-1948 839 1,356 2,195 

| Total 4,209 6,457 10,666 

TABLE II 


First admissions with senile psychoses to New York civil state hospitals, 
fiscal years 1943-44 to 1947-48 inclusive, classified according to age 


a a eee 


NUMBER PERCENT 
Evie yee MN ST SN 
» AGE (years) Males Females Total Males Females Total 
os Oe ee re 
Under 60 16 32 48 0.4 0.4 0.4 
60-64 120 205 325 2.9 3.2 3.1 
85-69 334 574 908 7.9 8.9 8.5 
70-74 908 1,302 2,210 21.6 20.2 20.7 
75579 1,128 1,577 2,700 26.7 24.4 25.3 
1 80-84" 948 1,582 2,530 22.5 24.5 23.7 
85-89 576 848 1,424 13.7 13.1 13.4 
90 or over 171 314 435 4.1 4.9 4.5 
| Unascertained 13 23 36 0.3 0.4 0.3 
Total "4,09 6,457 10,666 100.0 100.0 100.0 


that the rate per 100,000 corresponding 
population increased to a maximum among 
the oldest age groups. 

Discharges are summarized in Table III. 
The percentages and rates of discharge 
during the first year after hospitalization 
were based upon the experience of all five 
cohorts, since all the cohorts were observed 
for at least a year after admission. The 
fifth cohort had an exposure of only one 
year, hence it could not be included with 
the discharges of the second and subsequent 
years. Consequently the percent and rate 
of discharge during the second year are 
based upon the experience of the first four 
cohorts. Following this procedure, it will 
be evident that only one cohort, that of 
1943-44, was exposed for the full five years. 
Hence this cohort furnished the basis for 
_the experience of the fifth year. 


TABLE HI 


First admissions with senile psychoses to New York civil state hospitals i 
discharged during specified periods after admission, 
classified according to percentage and rate 


MALES FEMALES 

Cumula- Rate per Cumula 
PERIOD OF Per- tive 1900 Per- tive 

HOSPITALIZATION cent percent exposures * cent percent 
First three months 1.5 1.5 95.8 1.6 1.6 
Second three months 0.3 1.8 25.9 0.2 1.8 
Third three months 0.3 2.1 27.9 0.1 1.9 
` Fourth three months 0.2 2.8 23.8 0.3 2.2 
First year 2.8 2.8 33.5 2.2 2.2 
Second year 2.8 5.1 94.5 3.0 5.2 
Third year 0.4 5.5 25.4 0.6 5.8 
Fourth year 0.4 5.9 33.6 0.2 6.0 
Fifth year ca 5.9 = 0.1 6.1 


* On an annual basis, 


252 


As might have been expected, the 
discharge was very low. Only 59 
male cohorts with senile psycho 
discharged within five years after hi 
zation. The corresponding percent 
male first admissions with psychos 
cerebral arteriosclerosis was 15.6. T 
centage for all male first admissió 
42.0. Only 2.3% of the senile ps 
were discharged during the first y 
hospitalization, most being d sc 
within three months after admi 
additional 2.8% were discharged d 
second year. Only 0.8% more wi 
charged during the remaining th e 
About 5%, of all those discharged fr 
books had left the hospitals during | 
year, either by direct discharge or b 
ment in convalescent care. 

Of the female cohorts 6.1% had b 


charged within five years after admission, 
compared with 17.2% of female first admis- 
sions with psychoses with cerebral arterio- 
sclerosis and 43.5% of all female first ad- 
missions. Within three months after 
admission 1.6% had been discharged. This 
grew to 2.2% for the entire first year. An 
additional 3% were discharged during the 
Only 0.9% were discharged 
during the three following years. As with 
the males, about 5% of the cohort had left 
the hospitals during the first year, either 
by direct discharge or by placement in 
convalescent care. 

As with first admissions suffering psy- 
choses with cerebral arteriosclerosis, dis- 
charges were low among senile psychotics, 
compared with corresponding discharges 
among a cohort of senile psychotics admitted 
to the New York civil state hospitals during 
1909-10.1 Readmissions and placement in 
convalescent care were both low; therefore 
it is proper to compare results at the end 
of the first year of hospitalization. At that 
point 10.3% of the early male cohort had 
been discharged, compared with only 2.3% 
of the current male cohorts. At the end 
of the second year the corresponding per- 
centages were 11.5 and 5.1 respectively. At 
the end of the fifth year they were 12.7 and 
5.9 respectively. 

Comparisons of the female cohorts lead to 
the same results, though the differences 
_ Were much smaller? At the end of the first 

year the percentages discharged were 5.7 
and 2.2 for the early and current female 
cohorts respectively. At the end of the 
_ second year they were 7.2 and 5,2 respec- 
tively. At the end of the fifth year they 
were 8.7 and 6.1 respectively. 

Rates of discharge per 1,000 annual ex- 
Posures were as follows: The male cohorts 
were discharged during the first three 
_ months at an annual rate of 95.2. The rate 
fell during the remainder of the year and 


second year. 
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averaged 33.5 for the first year, It rose to 
94.5 per 1,000 exposures during the second 
year, then declined to 25.4 during the third 
year and to 33.6 during the fourth year. 
There were no discharges during the fifth 
year. 

The female cohorts had lower rates of 
discharge than males. They began with a 
rate of 93.0 per 1,000 annual exposures dur- 
ing the first three months and declined to 
an average of 30.4 for the first year. The 
rate rose to 78.8 during the second year, 
compared with 94.5 for males. The rate 
declined to 5.8 during the fifth year. 

During the two crucial years following 
admission the current male cohorts had a 
discharge rate of 80.9 per 1,000 exposures, 
compared with 170.2% for the male cohort 
of 1909-10. For females the corresponding 
rates were 78.5 and 99.1 respectively. 


It is clear that rates of discharge among first 
admissions with senile psychoses have not 
increased over several decades. It is some- 
times stated that such comparisons are not 
valid because standards of diagnosis may 
have changed. Such differences, if they are 
real, would apply to differential diagnoses 
as between senile psychoses and psychoses 
with cerebral arteriosclerosis. But it was 
shown in the previous chapter that dis- 
charge rates among first admissions with 
psychoses with cerebral arteriosclerosis had 
also failed to increase over a period of 40 
years. Therefore the rates of discharge re- 
sulting from the combination of the two 
groups of mental disorders must also show 
eee 
1 Raymond G. Fuller, “Expectation of Hospital Life 
and Outcome for Mental Patients on First Admis- 
sion,” Psychiatric Quarterly, 4(April 1930), 312. 
2 Loe. cit. a 


aRates of discharge computed from data in 
reference 1, 312. 
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differences in the same direction. In fact, 
when combinations of these groups of psy- 
choses are compared with respect to dis- 
charges within five years after admission, 
the results were as follows: current male 
cohorts, 12.0%; early male cohort, 15.7%. 
Among females the corresponding percen- 
tages were 13.1 and 11.0 respectively. The 
latter does not represent a significant dif- 
ference. We must conclude therefore that 


TABLE IV 


Rates of discharge * among first admissions with senile psychoses 
to New York civil state hospitals during specified periods after admission, 
classified according to age at first admission 


AGE AT Ist 2nd 3rd 4th 
SIRET three three three three 
ee mos. mos.t mos. mos. 
(years) 
Under 60 = = j 
60-64 84.5 - - 
65-69 81.1 19.2 20.6 
70-74 87.8 31.1 70.7 10.0 
75-79 97.4 15.2 17.6 49.4 
80-84 106.7 49.3 12.0 28.7 
85-89 76.6 18.6 - 28.6 
90 or over 216.6 - - 
Under 60 272.4 170.2 - 190.4 
60-64 134.9 - - 
65-69 51.2 = ari 22.4 
70-74 70.1 9.8 5.4 29.9 
75-79 121.6 4.4 15.0 44.2 
80-84 82.8 19.9 59.9 
85-89 111.1 30.8 12.8 44.7 
90 or over 67.3 - - 


* Per 1,000 annual exposures 
+ On an annual basis 
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current first admissions with ps 
associated with advanced age do ng 
spond to treatment any better than 
groups of an earlier epoch. 

Rates of discharge among males per 
annual exposures varied inversely | 
cordance with increasing age at first í 
sion (Table IV). Those aged less tha 
years at admission had a discharge Ta 
over 100 per 1,000 annual exposures ¢ 


Ist 2nd 3rd 4th 
year year year year 
MALES 
- 166.7 - - 
21.4 105.3 35.1 57.1 
26.8 134.4 54.5 39.2 
40.7 99.4 14.7 28.8 
33.7 89.7 17.4 2.4 
37.1 87.2 11.4 57.1 
22.2 49.4 26.0 = 
39.0 66.7 133.3 E 
FEMALES 
142.9 71.4 =| 142.9 
33.9 140.8 35.4 E 
17.1 113.4 51.1 29.6 
25.2 85.0 32.4 8.7 
40.3 61.7 5.0 E 
24.7 60.6 25.2 4 
39.8 62.7 - = 
15.7 75.0 - -E 


the second year of hospitalization. After 
age 70 the discharge rate dropped during 
this period of hospitalization to less than 70. 
The same trend was repeated in subsequent 
years of hospitalization. 

There were fluctuations in rates of dis- 
charge among the female cohorts, but in 
general the rates during each period of hos- 
pitalization became less as the age at first 
admission decreased. 


TABLE V 


Cohort Studies 


MALZBERG 


charged as recovered. In addition, 3.6% 
were discharged as improved. There was 
no sex difference in this respect. 

This may be compared with correspond- 
ing percentages for the cohort of 1909-10.4 
Of the latter 6.6% were discharged with 
some degree of improvement, including re- 
covery, within two years after admission, 
compared with 4.2% of the current cohorts. 
For males the corresponding percentages 


Discharges among first admissions with senile psychoses 
to New York civil state hospitals, fiscal years 1943-44 to 1 946-47 inclusive, 
within two years after admission, classified according to condition at discharge 


a 


MALES 


Percent Percent 


FEMALES TOTAL 


Percent Percent Percent Percent 


CONDITION of total of first of total of first of total of first 
AT $ dis- ad- dis- ad- dis- ad- 
DISCHARGE Number charges missions Number charges missions Number charges missions 
Recovered 21 12.1 0.6 33 12.3 0.6 54 12:9 0.6 
Much improved 44 25.4 1.3 63 23.5 1:2 107 24.3 1.3 
Improved 73 42:2 2.2 u8 44.0 2.8 191 43.3 8.8 
Unimproved 35 20.2 1.0 54 20.1 1.1 89 20.2 ja 
Total discharges 173 100.0 5.1 268 100.0 5:3 441 100.0 5.2 
Total first 
admissions 3,370 - - 5,101 - - 8,471 = = 


wee) a ee eee 


Table V shows the condition of those 
patients discharged within two years after 
admission. This period was selected be- 
cause 90%, of the discharges occurred within 
these two years. Furthermore, the cohort 
of 1947-48 had to be excluded since its 
period of exposure was one year only. 

There were 8,471 first admissions with 
Senile psychoses among the first four co- 
horts, of whom only 54, or 0.6%, were dis- 


were 8.2 and 4.1 respectively. For females 
they were 5.1 and 4.1 respectively. 

To eliminate possible biases with respect 
to differential diagnoses it is desirable to 
present similar percentages of improve- 


_ 
4 Raymond G. Fuller, “Hospital Departures and Re- 
admissions among Mental Patients during the 
Fifteen Years Following First Admission,” Psy- 
chiatric Quarterly, 4(October 1930), 655. 
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ment for combined cohorts of first admis- 
sions with senile psychoses and psychoses 
with cerebral arteriosclerosis. On this 
basis the percentages of improvement for 
males were as follows: current cohorts, 9.4; 
early cohorts, 10.5. For females the cor- 
responding percentages were 10.4 and 7.9. 
There is evidence of a slight improvement 
among females but none among males. 
Thus it appears that the current cohorts 
of first admission with senile psychoses not 
only had lower rates of discharge than the 
early cohort, but rates of improvement were 
also less. We must infer that today patients 
admitted with senile psychoses come, as do 
those with psychoses with cerebral arterio- 
clerosis, from a population of advanced age 
which is not selected as rigorously as that of 
the earlier generation who reached these age 


TABLE VI 


periods and consequently do not respond as 
well-to known types of therapy. 


MORTALITY 
J 
If discharges were relatively low among first 
admissions with senile psychoses, mortality 
was correspondingly high. An average of 
83.6% of the male cohorts died within five 

years after admission to the hospitals. This = 
may be compared with 72.1% for male first 

admissions with psychoses with cerebral - 

arteriosclerosis and 39.0% for all male first rR 
admissions. Mortality was heaviest during i 
the first year after admission, three-fourths 
of all the deaths occurring during this 
period. Within the first year the crucial 
period was the first three months. Mor- 

tality decreased rapidly after the first yeat. j 


f; 
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First admissions with senile psychoses to New York civil state hospitals 
dying during specified periods after admission, i 
classified according to percentage and rate 


MALES FEMALES 
R 2 s a 
Cumula- Rate per Cumula- Rate pet 
PERIOD OF Per- tive 1,000 Per- tive 1,000 
HOSPITALIZATION cent percent exposures * cent percent exposures * 
First three months 42.4 42.4 (1,000.0) 32.9 32.9 0000-0 
Second three months 9.6 52.0 687.4 10.4 43.3 640.9 
Third three months 6.1 58.1 533.4 6.7 50.0 488.6 
Fourth three months 4.3 62.4 436.7 4.4 54.4 371.8 
First year 62.4 62.4 631.7 54.4 54.4 550.6 
Second year 9.3 1.7 285.3 12.0 66.4 985.6 
Third year 5.6 11.8 267.2 6.2 72.6 236.6 
Fourth year 3.6 80.9 266.4 4.3 76.9 292.2 
2.7 83.6 300.0 2.7 79.6 190.0 


Fifth year 


* On an annual basis. 
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Of the female cohorts an average of 
79.6% died within five years after hos- 
pitalization. Of all female first admissions 
only 36.0% died within this period. The 
percentage rose to 70.0 among female first 
admissions with psychoses with cerebral 
arteriosclerosis. Most of the deaths 
(82.9%, of the total admissions) occurred 
within three months after admission. Fifty- 
four percent of the female cohorts died 
during the first year, compared with 62% 
of the male cohorts. 

Among a cohort of male first admissions 
with senile psychoses in 1909-10,5 77.3% 
died within five years after admission, com- 
pared with 83.67, of the later cohorts. The 
contrast was marked during the early 
months of hospitalization. During the 
first three months after admission 29.3% of 
the early cohort died, compared with 42.4% 
of the current cohorts. Within a year the 
‘corresponding percentages were 52.8 and 
62.4 respectively. 

_ For females the mortality during the first 
three months represented 20.5% of the 
total admissions among the early cohort, 
“compared with 32.9%, of the current female 
“cohorts. By the end of the first year these 
had increased to 41.8 and 54.4% respec- 
“tively. By the end of five years the per- 
centages were 74.8 and 79.6 respectively. 

Rates of mortality per 1,000 annual ex- 
posures were highest during the three 
months following admission. They de- 
“teased during the remainder of the first 
“Year and averaged 681.7 among the male 
cohorts. They decreased after the first year, 
though the rates were still relatively high. 
| Among females the rate averaged 550.6 per 
1,000 exposures during the first year of hos- 
_Pitalization. They declined in subsequent 
Years to a minimum of 190.0 during the 
- fifth year. During each yearly period 
«females had lower death rates than males. 

Compared to the cohorts of 1909-10, 
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the current rates of mortality were con- 
sistently higher. Thus at the end of the 
first year rates of mortality per 1,000 annual 
exposures were 557.1 for the early male 
cohort, compared with 631.7 for the cur- 
rent male cohorts. For females the com- 
parable rates were 430.5 and 550.6 respec- 
tively. Taking the two years following 
admission as the crucial period, we obtain 
comparative death rates. For males, early 
cohort, 688.4; current cohort, 749.8, For 
females, early cohort, 573.9; current cohort, 
679.4. 

For reasons explained earlier, it is de- 
sirable to compare mortality for the two sets 
of cohorts based upon combinations of the 
senile and arteriosclerotic cohorts. On this 
basis we may present certain comparisons. 
Of the current male cohorts 76.8% died 
within five years, compared with 71.3% of 
the early male cohort. Among females the 
corresponding percentages were 73.5 and 
72.0 respectively. 

This strengthens the conclusion arrived at 
previously that the population of advanced 
age apparently has lesser powers of re- 
sistance than populations reaching the same 
age levels in an earlier generation. 


As with other groups of mental disorders, 
rates of mortality were related directly to 
age at first admission. Even within the re- 
stricted agerange of the senile psychoses, 
rates of mortality rose as the age at first 
admission increased. Thus among males 
the mortality rate during the first year rose 
from 437.5 among those aged less than 60 
at time of admission to 810.7 among those 
aged 90 or over. During the second year 
after admission the rates rose from under 
200 to over 400. Because of the small 


soe Di ee eee 


5 See reference 1, 306. ¢ 
6 Rates of mortality computed from data in reference 


1, 306. 
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population remaining after the second year 
the death rates fluctuated fortuitously dur- 
ing the remaining years. The trends were 
similar for females, the rates rising during 
the first year of hospitalization from 266 
among those aged less than 60 to 787 among 
those aged 90 or over. 

Primarily because of the high mortality 


reduced very rapidly. By the end of the 
third month after admission only 56.1% of 
the males were still on the books. By the 
end of the first year only a little more than 
a third were still on the books. By the end 
of the fifth year the cohort had been re 
duced to 6.2%. 

The female cohorts were also reduced 


the number remaining on the books was rapidly, though they exceeded males be- 


TABLE VII 


Rates of mortality * among first admissions with senile psychoses 
to New York civil state hospitals during specified periods after admission, 
classified according to age at first admission 


AGE AT Ist 2nd 3rd 4th 
three three three three Ist 2nd 3rd 4th 5th 

EISE mos,.+ mos.t mos. mos. year year year year year 

ADMISSION 
(ears) MALES 
Under 60 (1000.0) 333.3 727.3 - 437.5 - - - 5 
60-64 981.0 584.3 526.8 60.6 445.4 181.8 163.9 162.2 7 
65-69 (1000.0) 403.3 235.2 229.2 441.8 224.0 260.2 245.6 428.6 
70-74 (1000.0) 557.2 438.1 411.8 546.7 217.6 251.6 148.6 285.7 
75-79 (1000.0) 698.7 495.8 417.6 633.3 307.4 280.3 342.9 384.6 
80-84 (1000.0) 812.1 651.0 645.4 699.4 328.6 334.9 418.6 250.0 
85-89 (1000.0) 936.4 932.0 534.6 755.2 435.6 252.9 352.9 555.6 
90 or over (1000.0) (1000.0) 585.4 571.4 810.7 432.4 133.3 až 7 
FEMALES 

Under 60 396.7 612.6 181.8 ~ 266.7 86.4 =- = q 
60-64 620.8 190.4 175.0 261.4 277.2 198.2 150.0 129.0 7-4 
65-69 844.0 455.4 221.7 235.8 $77.2 211.4 164.9 152.8 148.1 
70-74 (1000.0) 465.0 $86.4 $24.2 480.8 240.2 219.8 176.0 116.5 
75-79 (1000.0) 633.1 460.8 350.5 529.8 $17.6 253.8 252.4 256.4 
80-84 (1000.0) 763.9 652.9 430.1 621.0 333.0 311.8 341.2 242.41 
85-89 (1000.0) 878.0 752.4 507.7 675.0 365.1 277.1 285.7 133.3 
90 or over (1000.0) (1000.0) 943.4 790.1 787.2 444.4 307.7 = 800:0} 
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cause of their lower mortality. They were 
reduced to 65.4% of the original total by 
the end of three months, to 43.3% at the 
end of the first year, to 11.3 percent at the 
end of the fifth year. The median durations 
were 4.8 months for males and 5.2 months 
for females. 

Of the cohorts of 1909-10,7 9.5% of the 
males and 15.5% of the females were still 


TABLE VIII 


Cohort Studies 


MALZBERG 


SUMMARY 


The histories of the five annual cohorts of 
first admissions with senile psychoses with 
respect to duration of hospitalization may 
be summarized as follows. These cohorts 
included 10,666 first admissions, of whom 
4,209 were males and 6,457 were females. 
The periods of exposure varied from a 


Percent of first admissions with senile psychoses 
to New York civil state hospitals remaining in continuous residence 
at the end of specified periods after admission 
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END OF MALES FEMALES 
Third month 56.1 65.4 
Sixth month 46.2 54.9 
Ninth month 39.8 48.1 
First year 35.3 43.3 
Second year 21.8 28.6 
Third year 15.0 19:9 
Fourth year 9.7 14.8 
Fifth year 6.2 11.3 
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on the books after five years, including 
readmissions during this period. The 
corresponding percentages for the current 
cohorts were 7.9 and 11.6% respectively. 

For combinations of first admissions with 
senile psychoses and psychoses with cerebral 
arteriosclerosis the results were as follows: 
10.1% of the current male cohort and 10.3 
of the early cohort remained on the books 
after five years. For females the corre- 
sponding percentages were 12.7 and 14.6 
respectively. Thus the differences arising 
after a period of almost four decades are 
Without statistical significance. 


maximum of five years for the cohort of 
1943-44 to a minimum of one year for the 
cohort of 1947-48. These periods varied 
because, though they all had the same 
closing date, the dates of admission in- 
creased successively by a year from the first 
cohort to the last. Consequently discharges 
and mortality during specified periods are 
averages based upon the total annual ex- 
posures during each of these periods. 

Of the males an average of 5.9% was dis- 
charged from the books during the five 


es 
7 See reference 1, 301. 
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years. Few discharges occurred after the 
second year. The discharge rate was rela- 
tively high during the first three months 
and averaged 95.2 per 1,000 annual expo- 
sures for that period. The rate dropped 
during the remainder of the first year, 
averaging 33.5 for the year, and rose to 
94.5 during the second year. 

Of the females 6.1% were discharged 
during the five years, 85% of the discharges 
occurring during the first two years. The 
rate per 1,000 annual exposures was 93.0 
for the first three months and averaged 30.4 
for the first year. The rate rose to 78.8 
during the second year. 

When these cohorts are compared with a 
cohort of first admissions during 1909-10, 
the results are not favorable to the current 
groups. Thus of the recent male cohorts 
with senile psychoses 5.9% were discharged 
within five years, compared with 12.7% of 
the early cohort. For females the corre- 
sponding percentages were 6.1 and 8.7 
respectively. 

Comparisons with respect to condition at 
discharge show differences of the same kind. 
Thus 8.2% of the early male cohorts were 
discharged with some degree of improve- 
ment, compared with only 4.1% of the 
current cohorts. For females the corre- 
sponding percentages were 5.1 and 4.1 
respectively. 

Mortality was high. Thus an average of 
83.6% of the male cohorts died within five 
years after hospitalization. Of the female 
cohorts 79.6% died within this period. The 
rate of mortality was highest during the 
three months following hospitalization and 
dropped steadily thereafter. Death rates 
were high in comparison with the early 
cohorts. Thus within the crucial period of 
the first two years the current male cohorts 
had a death rate of 749.8 per 1,000, com- 
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pared with 688.4 for the early male cohort. | 
For females the corresponding rates were 
679.4 and 573.9 respectively. 

As a consequence of the high mortality 
the cohorts were reduced in number very 
rapidly. Of the current male cohorts only 
6.2% remained continuously on the books 
for five years, The corresponding per- 
centage for females was 11.3. Both cohorts 
had shorter periods on the books than cor- 
responding cohorts of 1909-10, resulting 
primarily from differences with respect to 
mortality. 


It is frequently stated that statistical dif 
ferences between senile psychoses and psy- 
choses with cerebral arteriosclerosis arise ” 
from changes over the years with respect to — 
differential diagnoses. One way of meeting 
this difficulty is to combine both categories 
into a single group. We then arrive at the 
following comparisons. Of the early male 
cohort 15.7% were discharged within five” 
years, compared with 12.0% of the current 
male cohorts. Of the early group 10.5% 
were discharged with some degree of im- 
provement, including recovery, compared 
with 9.4% of the current cohort. Of the 
early cohort 71.3% died within five years, 
compared with 76.3% of the recent cohorts. 
Thus it appears that male admissions of 
advanced age to the New York civil state 
hospitals show no improvements in outcome 
as compared with similar age groups ad: 
mitted 40 years earlier. Similar compari- 
sons for females show a slightly higher rate 
of discharge for the current cohorts and 
slightly higher death rates. These differ- 
ences are not statistically significant and 
lead to the conclusion that there have been 
no substantial changes over the years with 
respect to outcome of treatment for these 


groups. 


PART VI. INVOLUTIONAL 
PSYCHOSES 


Next to dementia praecox and the psy- 
choses associated with advanced age, first 
admissions with involutional psychoses to 
the New York civil state hospitals now 
represent the largest total of annual admis- 
sions. During the five fiscal years which 
began April 1, 1943 and ended March 31, 
1948 there were 4,336 such first admissions, 
or 6.5% of the total. On the latter date 
patients with involutional psychoses repre- 
sented 4.0% of the resident population. 
Not only do first admissions with involu- 
tional psychoses constitute one of the largest 
groups of mental patients, but for several 
decades they have been forming an ever- 
increasing percentage of the total admis- 
sions. Consequently rates of discharge and 
mortality among such patients have an im- 
portant influence upon the over-all rates 
for all patients. 

In this chapter we shall consider such 
rates among cohorts of first admissions with 
involutional psychoses to the New York 
civil state hospitals during five successive 
fiscal years beginning with the fiscal year 
1943-1944. 
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Table IX shows the number of first ad- 
missions in each cohort. Except for a de- 
crease during 1944-45, there was an increase 
from 807 in 1943-44 to a maximum of 890 
in 1947-48. 

Table X summarizes the distribution 
with respect to age. The cohorts were 
grouped closely within the limits of ages 
45 and 59. Only 11.9% were less than 45, 
and 14.9% were 60 or over. The median 
age was 52.7 years. Females were younger 
than males at the time of first admission, 
the median ages being 51.7 and 55.4 years 
respectively. Fifteen percent of the females 
were less than 45 years of age, compared 
with only 4% of the males. On the other 
hand, 24.4% of the males were 60 or over, 
compared with only 11.1% of the females. 


Table XI provides data with respect to 
discharges during specified periods after 
hospitalization. 

Of the five male cohorts an average of 
68.2% had been discharged from the books 
within five years after hospitalization. The 
average percent discharged during the first 
year was 9.6. The majority of the dis- 
charges within this period occurred during 


First admissions with involutional psychoses 
to New York civil state hospitals, fiscal years 1943-44 to 1947-48 inclusive 
ve da i es ee le er 


Biche vee V O ate ee 
1943-1944 190 617 807 
1944-1945 194 561 IR 
1945-1946 244 600 844 
1946-1947 285 601 Bso 
1947-1948 287 603 890 

Total 1,200 2,982 4,182 


TABLE X 


First admissions with involutional psychoses 
to New York civil state hospitals, fiscal years 1943-44 to 1947-48 inclusive, 


classified according to age 


NUMBER 

AGE (years) Males Females 
Under 35 - 8 
35-89 4 52 
40-44 43 395 
45-419 202 7Al 
50-54 323 861 
55-59 334 590 
60-64 221 234 
65 or over 72 97 
Unascertained 1 4 
Total 1,200 2,982 


PERCENT 
Total Males Females Total 
8 - 0.3 0.2 
56 0.3 1.7 1.3 
438 3.7 13.2 10.4 
943 16.8 24.8 22.6 
1,184 26.9 28.9 28.3 
924 27.8 19.8 22.1 
455 18.4 7.8 10.9 
169 6.0 3.3 4.0 
5 0.1 0.1 0.1 
4,182 100.0 100.0 100.0 


the first three months. Discharges were 
few during the remainder of the first year, 
but rose to 49.5%, of the total admissions 
during the second year. Discharges during 
this year represented three-fourths of all 
discharges. The high percentage of dis- 
charge during the second year resulted from 
the termination of periods of placement in 
convalescent care. Of those discharged 
from the books during the second year 80% 
had been placed in convalescent care dur- 
ing the first year. Therefore it may be esti- 
mated that from 50 to 55% of the male 
cohorts left the hospitals during the first 
year, either by direct discharge or by place- 
ment in convalescent care. 

The history of discharge was essentially 
the same for the female cohorts. Of these 
groups 69.6% were discharged within five 
years. Discharges were relatively high 
during the first three months but de- 
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creased during the remainder of the 
first year. Of the total female cohorts 
10.8% were discharged during the’ first 
year. This rose to 46.9% during the 
second year, or two-thirds of all discharges. 
As with males, this resulted from termina- 
tion of convalescent care during this period. 
About 80% of these placements had been 
made during the first year of hospitalization. 
Therefore approximately 50% of the 
females had left the hospitals within @ 
year, either by direct discharge or by place- 
ment in convalescent care. 

The percentage of discharges was almost 


60% greater than that for all first admis- - 


sions, three times greater than those for 
the senile and arteriosclerotic groups com 
bined, twice that for general paretics and on 
a par with the percentage of discharges for 
the cohort of alcoholic psychoses. There 
are no studies of earlier cohorts with invo- 


EE ae 


lutional psychoses and comparisons are 
therefore not available. It is certain, how- 
ever, that the current rates of discharge 
must be higher in view of the introduction 
of convulsive types of therapy. 


Table XI shows the average rates of dis- 
charge during specified periods after hos- 
pitalization per 1,000 annual exposures 
during each period. The rate for males was 
258.9 during the first three months. It 
dropped rapidly during the remainder of 
the first year to 24.5 during the final quarter 
and averaged 100.6 for the first year. The 
rate rose to 623.9 during the second year as 
the result of discharge from convalescent 
care. The rate remained relatively high 
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during the third year but dropped to a 
minimum of 35.7 during the fifth year. 

The rate of discharge was higher for 
females than for males during the first 
year. It began with a rate of 297 during 
the first three months and averaged 112.1 
for the first year. The rate rose during the 
second year to 585.3, which was less than 
that for males. The rates declined during 
the fourth and fifth years to a minimum of 
61.4. 

Analyses of previous groups of cohorts 
showed that rates of discharge tended to de- 
cline as the age at first admissions increased. 
Except for fluctuations resulting from small 
numbers, this inverse relation repeats itself 
in each period of hospitalization subsequent 


First admissions with involutional psychoses 


to New York civil state hospitals 


discharged during specified periods after admission, 
classified according to percentage and rate 
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MALES 

Cumula- 
PERIOD OF Per- tive 

HOSPITALIZATION cent percent 
First three months 6.2 6.2 
Second three months 2.1 8.3 
Third three months 0.8 9.1 
‘Fourth three months 0.5 9.6 
First year 9.6 9.6 
Second year 49.5 59.1 
Third year 7.0 66.1 
Fourth year 1.6 67.7 
Fifth year 0.5 68.2 


FEMALES 
ye es ee 
Rate per Cumula- Rate per 
1,000 Per- tive 1,000 
exposures * cent percent exposures * 
258.9 71 yea 297.0 
95.9 1.3 8.5 66.7 
40.0 1.3 9.8 60.4 
24.5 1.0 10.8 47.3 
100.6 10.8 10.8 112.1 
623.9 46.9 57.7 585.3 
242.4 6.8 64.5 211.0 
774 3.7 68.2 143.1 
85.7 r4 69.6 61.4 
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On an annual basis. 
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to admission. 
horts with involutional psychoses the trend third year after age 45. 

in the first year is not too clear, although Because female first admissions with in 
the rates are lower at the older ages (Table volutional psychoses are in marked excess $ 
XII). During the second year, however, the over males their rates of discharge are more 
large number of discharges stabilized the stabilized and show fewer fluctuations from 
rates of discharge. It is then evident that trend. Thus during the first three months _ 
the rates decreased steadily with advancing of hospitalization the rates dropped by 


TABLE XII 


Rates of discharge among first admissions with involutional psychoses 
to New York civil state hospitals during specified periods after admission, 
classified according to age at first admission 


AGE AT 
FIRST 
ADMISSION 


(years) 


Under 35 
35-39 
40-44 
45-49 
50-54 
55-59 
60-64 
65 or over 


Under 35 
35-39 
40-44 
4549 
50-54 
55-59 
60-64 
65 or over 


* Per 1,000 annual exposures 
+ On an annual basis 
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In the case of the male co- age. There was a similar trend during the 


Ist 2nd 3rd 4th 
three three three three Ist 2nd 3rd 4th 5th 
mos. mos. mos. mos.t year year year year year 


MALES 


rg = = = - 1000.0 - = r 
97.0 200.0 =- - 71.4 720.0 250.0 333.3 
262.0 175.4 69.3 - 121.2 671.9 321.4 71.4 

338.4 43.8 30.0 30.5 107.1 647.3 309.3 114.3 r 
185.4 104.5 41.2 28.3 87.2 600.4 245.6 38.4 
9 


270.5 65.2 44.9 46.6 102.2 562.0 114.3 76. 166.7 
$25.2 76.4 - - 93.8 579.7 125.0 - E 
FEMALES 
1000.0 - - - 250.0 500.0 - 1000.0 3 
615.4 272.7 - - 218.6 807.7 - 250.0 q 
365.8 57.8 59.0 47.9 126.6 695.0 186.4 225.8 66.7 
294.6 68.8 102.8 46.3 120.8 570.8 267.1 124.2 92.0 
282.1 90.8 44.0 39.3 108.7 602.0 155.3 187.6 63.8 
260.7 39.7 40.4 33.0 89.3 542.4 262.9 169.8 g 
231.8 39.4 40.7 62.4 90.3 500.0 168.4 75.4 a 
308.1 - 100.0 207.4 42.1 444.4 100.0 - mi 


more than 50% with advancing age at ad- 
mission. During the first year they dropped 
from over 200 to 142. During the second 
year they dropped from 807 at ages 35 to 39 
to less than 500 at ages 65 or over. 

Table XIII shows the condition of the pa- 
tients at the time of discharge. The period 
of discharge was taken as the first two years 
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576, or 17.5%, were much improved; 292, 
or 8.9%, were improved. Thus 1,839, or 
55.9%, were discharged with some degree of 
improvement. There was little variation 
between the sexes. The percentages of re- 
covery were 31.3 and 28.8 for males and 
females respectively. For all degrees of im- 
provement the corresponding percentages 


Discharges among first admissions with involutional psychoses 
to New York civil state hospitals, fiscal years 1943—44 to 1946-47 inclusive, 
within two years after admission, classified according to conditions at discharge 
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MALES 
Percent Percent 
CONDITION of total of total 
AT dis- ad- 
DISCHARGE 
Recovered 286 53.3 31.3 
Much improved 164 30.5 18.0 
Improved 73 13.6 8.0 
Unimproved 14 2.6 1.5 
Total discharges 537 100.0 58.8 


Total first 
admissions 


after hospitalization because from 85 to 90% 
of the total discharges occurred during this 
period. The cohort of 1947-48 could not 
be included as it had an exposure of only 
one year. 

Of the 3,292 first admissions included in 
the first four cohorts 971, or 29.4%, were 
discharged as recovered within two years; 


2,379 F = 


FEMALES TOTAL 


Percent Percent 
of total of total 
dis- ad- 


Percent Percent 
of total of total 
dis- ad- 


Number charges missions Number charges missions Number charges missions 


685 50.3 28.8 971 51.1 29.4 
412 30.2 17.3 576 80.3 17.5 
219 16.1 9.2 292 15.4 8.9 
47 J:a 2.0 61 3.2 1g 
1,363 100.0 57.3 1,900 100.0 57.7 


were 57.3 and 55.3 respéctively. For all 
first admissions the categories of improve- 
ment included only 31.2% for males and 
34.3% for females. Corresponding data for 
earlier cohorts are not available. It is 
highly probable that the current results are 
superior in view of the known success with 
convulsive shock therapies. 
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We may next consider mortality among the 
cohorts with involutional psychoses. Of 
the male cohorts an average of 16.2% died 
within five years. Among females the cor- 
responding percentage was 11.7. The cor- 
responding percentages for all first admis- 
sions were 39.0 and 36.0 for males and 
females respectively. Mortality was heaviest 
during the first year, 9.5% of the male co- 
horts dying during this period. Within the 
first year the greatest mortality occurred 
during the first three months, a third of all 
male deaths occurring during this period. 
Mortality was relatively low during the re- 
mainder of the first year and declined to 
1.1% during the fifth year. 
The trend was similar for females al- 
though at a lower level than for males. The 


TADLE XIV 


heaviest mortality occurred during the first 
three months of hospitalization and 
amounted to 5.4% of the total female co- 
horts. By the end of the first year this had 
increased to 8.0%. Mortality declined to 
a minimum of 0.4% during the fifth year, 
These rates are shown in Table XIV. 
Rates of mortality showed similar trends 
with respect to duration of hospitalization, 
Among the male cohorts mortality was high- 
est during the first three months, the rate 
being 229.0 per 1,000 annual exposures. 
The rate dropped during the remainder of 
the first year to 48.8 during the fourth 
quarter and averaged 99.8 for the entire 
year. It dropped to 45.1 during the second 
year but rose to 70.2 during the fifth year. 
Among females the rate was 228.8 per 1,000 


First admissions with involutional psychoses to New York civil state hospitals 
dying during specified periods after admission, 
classified according to percentage and rate 
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MALES 

Cumula- 
PERIOD OF Per- tive 

HOSPITALIZATION cent percent 
First three months 5.4 5.4 
Second three months 1.8 xa 
Third three months 1.3 8.5 
Fourth three months 1.0 9.5 
First year 9.5 9.5 
Second year 2.5 12.0 
Third year 1.8 13.5 
Fourth year 1.3 15.1 
Fifth year 1.1 16.2 


* On an annual basis, 
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FEMALES 
Af eae. Se 
Rate per Cumutla- Rate per 
1,000 Per- tive 1,000 
exposures * cent percent exposures" 
229.0 5.4 5.4 228.8 
80.8 1.2 6.6 57.5 
63.6 0.7 7.3 33.6 
48.8 0.7 8.0 32.7 
99.8 8.0 8.0 84.4 
45.1 1.8 9.8 32.1 
66.7 0.7 10.5 25.0 
64.9 0.8 11.3 81.7 
70.2 0.4 11.7 20.9 


exposures during the first quarter of the 
first year and averaged 84.4 during the en- 
tire year. The rate decreased subsequently 
to a minimum of 20.9 during the fifth year. 


Although more marked among females than 
among males, rates of mortality in general 
decreased as the duration of hospitalization 
increased. Within each period of hospital- 
ization, however, the rates of mortality in- 
creased with advancing age at first admis- 
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sion (Table XV). During the first three 
months, for example, the rate of mortality 
decreased (probably fortuitously) under age 
45 but increased subsequently to more than 
600 per 1,000 exposures at age 65 or over. 
During the first year the rates increased to 
a maximum of 231.9 at the oldest ages. 
Rates for females also varied directly with 
increasing age at first admission. During 
the first three months they rose, with some 
fluctuations, to a maximum of 308. During 


Rates of mortality * among first admissions with involutional psychoses 
to New York civil state hospitals during specified periods after admission, 
classified according to age at first admission 
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AGE AT Ist 2nd 3rd 4th 
three three three three 
PRET most mos. mos.t mos.+ 
ADMISSION 
(years) 
Under 35 - = = 2 
35-39 1000.0 = z - 
40-44 189.9 - - - 
4549 83.9 67.4 23.3 - 
50-54 239.8 86.8 59.6 30.5 
55-59 149.6 13.3 108.3 70.1 
60-64 306.6 169.9 44.9 114.8 
65 or over 709.8 221.7 78.4 - 
Under 35 - - - - 
35-89 4 2 97.6 r 
40-44 153.7 £ 23.8 = 
45-49 230.1 37.5 45.3 33.2 
50-54 217.2 64.5 16.6 39.3 
55-59 = 308.0 63.2 32.4 41.2 
60-64 197.6 153.7 80.7 41.8 
65 or over 308.1 144.6 - 53.7 


Ist 2nd 3rd 4th 5th 
year year year year year 
MALES 
250.0 - - - 
48.2 - - - = 
42.1 57.8 - - = 
97.9 28.2 70.6 58.8 - 
81.3 20.5 39.2 145.4 - 
147.3 87.9 114.3 z fs 
231.9 115.4 235.3 - 500.0 
FEMALES 
21.5 - - - = 
43.2 23.4 37.0 - - 
83.1 16.9 = 39.0 23.8 
80.9 33.2 20.8 33.5 - 
106.2 38.6 44.8 40.4 45.4 
111.6 57.1 66.7 38.4 - 
121.5 90.9 - - 888.9 
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* Per 1,000 annual exposures 
+ On an annual basis 
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Book Reviews 


FREUD ON BROADWAY 
By W. David Sievers 
New York, Hermitage House, 1955. 479 p. 


Freud on Broadway is a happy synthesis of 
the multiple backgrounds of the author, 
who has been at various times a professor 
of speech and drama, editor of Educational 
Theatre News, actor, stage manager, radio 
and TV writer, in addition to author of 
studies in psychoanalysis. The result is a 
book that historically correlates psycho- 
analysis and the American drama. 

It all began as a doctoral dissertation and 
then fortunately escaped the usual pitfalls 
of a cold, objective recital or compilation 
(exemplified by a recent psychological study 
of the movies). At all times, Dr. Sievers’ 
analytic background reveals itself in his in- 
sights into the histories of the writers, their 
works and their relationships to other 
writers of the same period in the theater. 
The analytic interpretations of various 
plays are necessarily condensed and sche- 
matic at times. At other times Dr. Sievers 
transiently lapses into the more orthodox 
critic’s role. 

In general, the book is readable and ab- 
sorbing, and provides an excellent review 
of the Broadway theater since Freud 
emerged from the purely medical into a 
world movement permeating every intel- 
lectual domain. 

The book has been enriched by the 
method of compilation, which involved sub- 
mitting questionnaires to playwrights con- 
cerning their use of analysis, their previous 
analytic reading and their indebtedness to 
analysis, if any. 

Dr. Sievers reviews the plots and presenta- 
tions of plays of a large number of major 
and minor playwrights. His excellent syn- 
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opses and interpretations repay the reading 
per se. It would be well to point out that 
the use of Freud in the title is only as an 
identification of the entire analytic move- 
ment; the many references to the works of 
divergent groups indicate the author's gen- 
uine respect for the contributions of Jung, 
Adler and others. (Eugene O'Neill stated 
that Jung was the only one of the psycho- 


_ 


analysts who particularly interested him.) — 


The brief introduction to analysis and some 
of its principal authors is of necessity 
sketchy but this deficiency is offset by the 
well-chosen bibliography. 

Dr. Sievers ably develops the theme of 
the change in the American theater from 
the question of what to the question of 
motivational why. He firmly points out 
that a playwright’s chief task still remains 
to understand and illuminate his fellow- 
man for the audience and that this is now 
the more possible of realization because of 
the reunion of dramatist and psychologist 
after a long separation. He well emphasizes 
that the essential ingredient in the theater 
is that the audience achieve a state of aware 
ness implying an intellectual perception of 
“wholeness” and an emotional release © 
repressed fears, wishes and anxieties paral 
leling those of the characters on the stage, 
be the play tragedy or comedy. > 

Arthur Miller commented as follows ™ 
his questionnaire on the value of Freudian 
attitudes for the playwright: “whatever I 
have received from Freud has come ‘through 
the air.’ It is a part of me; I could not, 
therefore, evaluate it separately. All I can 
say is that analysts and analyzed people 
find corroboration in my plays from time 
to time and so I assume I have been m 
fluenced. If so, it is a good influence- 
know enough to say, however, that the sche- 


matic use of Freud in art is disastrous. The 
problem of art is not to dramatize Freud, 
to ‘prove’ him, but rather to go beyond and 
discover the total truth of the making of 
man—the interaction of his inherited na- 
ture with the society in which he must 
struggle to mature—and so to symbolize 
the disparate as to create ‘beauty,’ which is 
the ultimate organization of reality.” (The 
quotation is typical of the cooperation given 
by the foremost playwrights to Dr. Sievers’ 
questionnaire.) 

This perceptive survey is recommended to 
those interested in the interrelationships of 
psychology and forms of art and especially 
to those who have a major interest in the 
American theater and its development. It 
offers a bonus in the chance to relive affec- 
tive theater experiences—Swnry L., TAM- 
ARIN, M.D., Brooklyn, N. Y. 


THE EARLY YEARS OF CHILDHOOD; 
EDUCATION THROUGH INSIGHT 
By Catherine Stern and Toni S. Gould 

New York, Harper & Brothers, 1955. 203 p. 


This publication was designed as a help for 
parents who are caught between the old 
philosophy and methods of the authori- 
tarian approach and the knowledge of 
modern child psychology and psychiatry. 
Instead of the two extremes—the former's 
use of power and the helplessness of many 
of today’s parents in trying to apply the 
newer concepts—the authors intend to 
show a middle road. They call this third 
way education through insight. It means 
that parents, knowing and understanding 
their children, may produce or rearrange 
Situations and experiences which lead to a 
desirable change in their children’s 
behavior. 

The authors speak out for careful 
Planning by the parents of an “indirect 
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approach” which replaces personal inter- 
ference by the parents and their feelings 
with a more impersonal objective situation. 
They cite many instances, writing clearly 
and easily for the reader to understand. 
The fact that all examples are taken from 
long experience in their own families or in 
nursery school may convince the reader of 
the correctness of these ideas. There is no 
doubt that the book will be read by many 
parents with great relief. 

It leaves the reviewer, however, with a 
feeling of disappointment and frustration. ~ 
The authors quote (critically, I thought) 
some of the questions of anxious parents 
who have tried to follow and apply modern 
psychology—questions such as: “We fol- 
lowed the book. Where did we make mis- 
takes? Whose fault is it?” (p. xii) The 
danger is that the same will be done with 
this book. It does not help parents to face 
the problem efficiently, to think, to find a 
solution through real understanding of the 
individual situation (which is far from any 
laissez-faire attitude). The examples de- 
scribe concrete situations, e.g., “the poor 
sleeper,” “the poor eater,” etc., which all 
show happy endings and so might encourage 
parents to take them as prescriptions. It 
would have been worthwhile to show the 
differences between the published cases and 
those where expert help is indicated. 

However, the authors give a very good 
and colorful picture of the confusion many 
parents are in today, but very little space is 
given to explaining it, the necessity of its 
temporary existence, and the hope for its 
solution. When we consider the results of 
fifty years of research, observation and prac- 
tical experience in psychology and psy- 
chiatry, we understand that they mean a 
profound change in our approaches and 
attitudes toward children. We also know 
that such change cannot be effected without 
the pain of insecurity and anxiety which is 
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connected with our own growth and devel- 
opment. If we have the courage to face a 
dificult interval we may not need to avoid 
the “direct approach” for the “indirect” one 
the authors recommend because our chil- 
dren should know us as human beings with 
the right to our own feelings —Lotrr 
BERNSTEIN, M.D., University of Louisville 
School of Medicine 


MINISTRY AND MEDICINE 
IN HUMAN RELATIONS 
Edited by Iago Galdston, M.D. 


New York, International Universities Press, 1955. 
173 p. 


The significant discoveries in the fields of 
medicine, the growth in the social sciences 
and the new interest in man have also af- 
fected the worlds of religion. These ad- 
vancements can but influence the religious 
teacher who is interested in the well-being 
of the human personality and in the salva- 
tion of the human soul. Moreover the psy- 
chologists and the new “physician of the 
soul”—as Erich Fromm has termed the psy- 
chiatrist—are making it clear that the 
growth of the individual and the matura- 
tion of the human personality are closely 
linked to the religious and spiritual re- 
sources of the church and the synagogue. 

The present-day trend that encourages 
Americans to go to their places of religious 
worship is based upon the recognition of the 
role that religion can play in fostering fam- 
ily stability and creating for the individual 
what the Ovyerstreets have penned as “‘emo- 
tional resiliency.” On the other hand, no 
religious teacher will deny the important 
position held by the physician, the psychi- 
atrist and the therapist in bringing help to 
the body, mind and spirit of men. Yet more 
often than not these two worlds of ministry 
and medicine, basically concerned with man 
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and his well-being, have been at odds and 
even antagonistic to each other. 

Dr. Iago Galdston in his thoughtfully 
constructed Ministry and Medicine in Hw 
man Relations graphically illustrates this 
point in his introduction to this series of 
conference papers and learned essays. He 
writes, “Whatever were the vagaries in the 
relationships between church and science in 
the long span of history, it is most certain 
that at all times man had need for the min- 
istrations of the physician and of the min 
ister. When these functions were not and 
could not be effected within and by ont) 
and the same person they were shared by 
two persons—both termed doctors and both 
exercising a therapeutic relation to the in- 
dividual whom they served. At first the 
sharing was close and harmonious. How- 
ever, with time and the growth of science, 
the two grew apart, so that today they are 
remote one from the other, strangers t0 
each other with little understanding of the 
other and at times with even less of sym) 
pathy.” 

This new edition of the creative work of 
the men and women of the New York Act 
demy of Medicine illustrates the insight 
that both physician and theologian have 
gained in recent times as to the relatedness 
of their respective fields and the support 
they can give to each other in helping others | 
to help themselves. As editor of the po 
ceedings of two conferences sponsored by 
the New York Academy of Medicine Dre 
Galdston brings to the public the excellent 
and provocative essays of men of mediciné 
and men of religion. The papers and e 
says of Otis R. Rice, Erich Lindemann ant 
Sandor Rado of the first conference de 
with the common areas of the physician n 
the minister. The essays discuss the many 
ways in which physicians and ministers a 
cooperate in serving people and how E 
profession can help the other carry out 1% 


particular purpose. The papers of the sec- 
ond conference, an outgrowth of the first, 
deal with basic moral questions that the 
world of psychiatry and the field of psycho- 
therapy have yet to treat and explore 
thoroughly. It is not the purpose of the re- 
viewer to analyze or report on the thought- 
ful essays of the sociologists M. F. Ashley 
Montagu, and August B. Hollingshead, of 
the religious philosopher Paul Tillich or 
of the physicians and psychiatrists Leo Alex- 
ander, Gregory Zilboorg and Robert A. 
Clark—except to say that all these papers 
should be a reading “must” for both min- 
isters and physicians. Both professions will 
recognize in this work the common roles 
that both have “to play in facilitating hu- 
man relationships” and they will discover 
as well that both struggle and grapple with 
the same moral and ethical problems of 
life and human existence. 

In the fields of medicine, psychiatry and 
dynamic psychology scientists and techni- 
cians have gained insights, developed skills 
and perfected techniques for helping indi- 
viduals. These means are used to help 
individuals to adjust and live more ade- 
quately in their environment, thereby 
bringing them constructive and satisfying 
experiences in all their relationships. But 
helping people to live with others implies 
moral judgments and ethical standards that 
have not as yet been clearly and openly 
defined by these new human relationists. 
On the other hand, religion has forged from 
the crucible of centuries of human experi- 
ence a philosophy that has formulated value 
judgments and has accepted ethical prin- 
ciples and verities. Through a fusion of 
these understandings, goals and techniques 
of modern medicine and these value judg- 
ments and truths of religion (in our case 
the Judeo-Christian tradition) ministers and 
physicians can forge a new dynamic syn- 
thesis for understanding and helping hu- 
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man beings to life abundant and to salva- 
tion. 

The work of these two conferences as 
illustrated in Ministry and Medicine in Hu- 
man Relations is an excellent beginning. 
Moreover appreciative acknowledgment 
should be given to the men and women 
who planned and worked at these confer- 
ences and also a word of gratitude to Dr. 
Galdston for bringing these basic concerns 
in human relations to a wide reading pub- 
lic and to the ever-growing professional 
class of human relationists—Dr. JESHAIA 
Scxnirzer, Montclair, N. J. 


THE TEACHER AND THE CHILD: 
PERSONAL INTERACTION 

IN THE CLASSROOM 

By Clark E. Moustakas 

New York, McGraw-Hill Book Co., 1956, 265 p. 


The basic point of view of this book is that 
personal growth occurs in human interac- 
tion. As the author states, “The aim of the 
teacher is to recognize and appreciate the 
unique perception of the individual child 
as expressed in the personal relationship. 
In such a setting the expression of unique- 
ness and individuality is encouraged.” 

The book reports on personal interactions 
in the classroom as selected from materials 
gathered over a period of a year by 92 ele- 
mentary and secondary teachers from four 
school systems. The teachers met weekly 
in small groups for approximately three 
hours to discuss their programs. Each 
teacher planned individually or from sug- 
gestions by the group a special approach to 
or an experiment on personal interaction 
in her own classroom. A record of these 
dassroom experiments was kept by each 
teacher in the form of careful notes or by 
tape recordings. 
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The eight chapters of the book are “The 
Basis for a Personal Relationship between 
the Teacher and the Child,” “How Chil- 
dren’s Emotions Develop and Grow,” “The 
Individual Child and His Emotions in the 
Classroom,” “Sensitive Listening to Emo- 
tional Expressions of Kindergarten Chil- 
dren,” “Experimental Mental Hygiene Ap- 
proaches in the Early Elementary Grades,” 
“Interpersonal Relationships in the Later 
Elementary Grades,”  “Self-Exploration 
among High School Students” and “Suc- 
cesses and Failures in Creating the Inter- 
personal Relationship in the Classroom.” 

Throughout the book (and from kinder- 
garten through high school), the teacher’s 
approach is to accept, understand, empha- 
size and listen and not to evaluate, probe, 
diagnose, interpret or even “teach.” The 
sustained adherence to this point of view 
and in fact the repetition of these basic 
principles in the efforts of the several teach- 
ers carries conviction and brings belief to 
the reader. This reviewer is impressed by 
two of the book’s observations: To accept a 
school child and to listen to him is difficult, 
and to accept a school child and to listen to 
him is the most important task of the 
teacher. This book does not tell how to 
become a sensitive listener; rather it leads 
the reader to want to discover for himself 
new approaches to human interaction in 
the schoolroom and elsewhere. 

To read of the episodes in the life of a 
seriously disturbed Ist-grade child in a class 
of 40 children and of how these classroom 
disturbances were handled by the teacher 
should give courage to anyone (pp. 148-51). 
This teacher seemed to be able to differenti- 
ate between liking a child and not liking 
his behavior, and was successful in com- 
municating this to the child in question. 

The book ends with a chapter on suc- 
cesses and failures. It reports, “Not all the 
teachers who attempted to work out special 


274 


relationships with individual children were 
successful. Some were uncertain about the 
results and others indicated definite failure. 
Of the 92 teachers who attempted the spe- 
cial relationships, 67 evaluated them as 
worth-while experiences, 9 classed them as 
failures and 16 were uncertain.” 

In reading this book one senses an hon- 
esty of purpose and an integrity in report- 
ing the successes and shortcomings of the 
many experiments in the classroom. The 
author himself restricts his discussion to a 
small fraction of the book. In the first two 
chapters he gives only a bare outline of 
basic principles of human interaction and 
personality growth. Some readers will no 
doubt want much more didactic material 
and more discussion of the theory and prin- 
ciples of individual psychology and mental 
hygiene. Others will want to see such ex- 
periments by teachers subjected to scientific 
procedure with quantifiable measures of the 
changes in the teachers and in their chil- 
dren. 

In any case this is a book to be read, dis- 
cussed and used as a starting-point for fur- 
ther experimentation in human relations in 
the classroom.—G.apys L, ANDERSON, Mich- 
igan State University 


PROGRESS IN 

CLINICAL PSYCHOLOGY 

Edited by D. Brower and L. D. Abt 

New York, Grune & Stratton, 1956. Vol. 2. 364 p- 


Periodic reviews of theories and practices in 
clinical psychology are desirable on several 
counts: They give integrated reports of the 
activities of psychologists. They bring tO- 
gether leading specialists who present com- 
prehensive and illuminating summaries of 
work done. They define changes in prac 
tices and research procedures, permitting 
an estimate as to which of them constitute 


progress and which merely reflect differ- 
ences in emphasis. They provide a broad 
` perspective for scientists interested in struc- 
turing scattered knowledge into unified and 
generally applicable theories. 

The volume edited by Brower and Abt 
satisfies these points most adequately. The 
22 chapters, each written by a different con- 
tributor, are divided into five sections: I. 
Introduction. II. Assessment and appraisal 
processes. III. Psychotherapeutic and coun- 
seling processes. IV. Special applications 
of clinical psychology. V. Approaches to 
clinical psychology. 

Abt’s thoughtful introduction deals with 
changing viewpoints through the history of 
psychology. He himself favors a transac- 
tional theory of mental adjustments over 
the actional and interactional theories. 
Differences between these viewpoints, 
points, though not particularly striking, 
are well elaborated and documented by quo- 
tations from philosophical writings. 

The assessment part is limited to the 
projective tests: Rorschach, thematic apper- 
ception, sentence completion and human 
figure drawings. Intelligence tests, aptitude 
tests and personality inventories are not 
covered in this edition. 

The 12 chapters on therapy and counsel- 
ing include detailed discussions of a variety 
of methods: psychoanalysis, client-centered 
therapy, group therapy, remedial reading, 
Speech treatment, the media of music, art, 
books, drama, dreams, and hypnosis in 
therapy. 

The fourth section deals with the role of 
Psychology in the diagnosis and treatment 
of social offenders, psychiatric patients and 
the physically disabled. Neuropathology 
of the visual cortex, statistics and research 
In therapy are taken up in the concluding 
part of the volume. 

All topics have been assigned to seasoned 
Specialists and capable authors. Their re- 
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views cover varying periods of time, from 
the last three to ten years. They presup- 
pose better than average familiarity with 
the subject matter. The organization of 
contents varies with the writer and his do- 
main. The chapters contain a wealth of 
information and numerous references for 
further reading. 

The presentations by J. Seeman on client- 
centered therapy, B. R. Bach on group 
therapy, G. W. Gens on speech disorders, 
L. S. Kogan on statistics and I. N. Mensh 
on research in therapy seem especially ef- 
fective. 

The book is typified by emphasis on mod- 
eration and a sober regard for definitions of 
concepts, processes and results. Perhaps the 
era of hosanna-shouting in clinical psychol- 
ogy is over. The need for a comprehensive 
and unified personality theory is recognized 
by those writing on projective tests. Pi- 
otrowski’s view that the formal structural 
aspects of the Rorschach may be more fer- 
tile as personality measures than content 
analysis is well taken. The search of Wy- 
att and Veroff for consistent relationships 
between fantasy (as applied to TAT) and 
manifest behavior is relevant. It is to be 
hoped that a systematic exploration of fan- 
tasy will include the fantasy life of psychol- 
ogists, who may in this respect be deviant 
from the people they study. The tendency 
to jam reality into borrowed theoretical 
molds of unknown validity is still all too 
prevalent. For example, the claims of depth 
analysis seem shopworn and shallow. Symp- 
toms with temporal priority are unques- 
tioningly mistaken for deep causal geno- 
types. 

In the area of therapy the potential use- 
fulness of each technique is clarified by a 
balanced discussion of its assets and liabili- 
ties. The various approaches give psychol- 
ogists considerable opportunity to project 
their own predilections. The danger is 
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that therapists will become narrow tech- 
nicians inexperienced in the art of choice 
of the right method for the right person at 
the right time. The broad-minded ther- 
apist has of course a chance to learn of new 
ways of treatment which may improve his 
therapeutic relationships. 

The aims of therapy, it appears from the 
materials presented, are attitudinal changes, 
improvement of subjective feeling states 
and modification of reality contacts. The 
restructuring of basic personality is rarely 
mentioned as a true objective of therapy. 
Most therapeutic hypotheses overlook the 
multidimensional nature of emotional and 
social conflicts and maladjustments. Here 
again the contents of behavior (symptoms) 
are given much more attention than the 
underlying forms of personality expression. 

The three papers on applications of psy- 
chology carefully analyze the administra- 
tive, professional and research problems 
which remain to be solved if psychological 
services in jails, clinics, hospitals and state 
institutions are to be maximally useful. 

The chapters on research bring into focus 
the numerous and complex dilemmas in- 
herent in the objective study of mental abil- 
ities, adjustments, therapeutic procedures 
and results. They inspire a sense of humil- 
ity and restrained confidence. 

The age-old and troublesome question of 
localization vs. integration of the function 
of the nervous system is still in the fore- 
front. Kogan emphasizes the point that 
clinical statistics are only as good as the 
insights of creative scientists; population 
samplings, ability and test samples, exami- 
nation procedures, choice of measuring in- 
struments and interpretations are all sources 
of bias in reporting clinical results. 

Research in therapy includes the study 
of therapist, clients, procedures and out- 
comes in relation to intended objectives. 
It demands rigorous criteria at each stage 
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of investigation. It has major selective and 
coordinating functions, favoring purposeful 
eclecticism. The neutral reader carries 
away the impression that research in projec 
tive tests and therapy would be more help- 
ful if designed and carried out by persons — 
not directly involved in diagnosis and 
treatment. Test of significance might then 
go beyond the confirmation of personal 
preferences. 

Progress in Clinical Psychology is a most 
stimulating and informative volume for all 
who practice and do research. It is bound 
to broaden the reader’s horizons and chal- 
lenge his capacity for constructive thought. 
—JoserH F. Jasrak, PH.D., University of 
Delaware 


SIGMUND FREUD: 

FOUR CENTENARY ADDRESSES 
By Ernest Jones, M.D. 

New York, Basic Books, 1956. 150 p- 


These addresses by Ernest Jones on the 
hundredth anniversary of the birth of Sig- 
mund Freud are a fitting tribute to a man 
whose long and arduous years of scientific 
investigation, discoveries and insights con- 
tributed so richly to the knowledge of man- 
kind. With understanding, humility and 
dignity the author of these essays calls t0 — 
remembrance the greatness of Sigmund 
Freud, who gave meaning, purpose and di- 
rection to human behavior, who explori 
and mastered the forces of the unconscious l 
who established a scientific method for the | 
investigation of human behavior and who 
founded a theoretical and technical body 
of knowledge which has had a profound 
effect on man’s attempt to understand him- 
self and the social institutions created by 
him, 

The volume consists of four addresses 
(“The Nature of Genius,” “Our Attitude 


towards Greatness,” “Psychiatry before and 
after Freud,” and “Sigmund Freud: The 
T Man and His Achievements’) and a eulogy 
(‘Sigmund Freud, 1856-1939"). Although 
the addresses rightfully deal with the sub- 
ject from a personal standpoint because of 
the author's relationship to Freud, they 
have historical significance for they. put 
into perspective the world-wide influence of 
Freud’s accomplishments. This is achieved 
with the avoidance of adoration and idol- 
atry. The first two addresses are a tribute 
to the founder of psychonalysis for they are 
fascinating psychoanalytic studies of the 
essential characteristics of a person consid- 
ered to be a genius and of our attitude 
toward such a person. The concluding es- 
says concretize this theme by setting forth 
the broad influence of Freud’s contribu- 
tions to the development of psychiatry and 
by dealing with Freud both as a living per- 
sonality and as one whose achievements 


_ have had a profound effect upon man’s 


a 


knowledge of a great variety of psycho- 
logical and social problems. 

“The Nature of Genius” could have been 
titled “Some of the Factors Conditioning 
the Workings of Certain Forms of Creative 
Thinking.” It is a scientific investigation 
of the creative process with the theme cen- 
tered around Freud and his works. The 
Psychological characteristics of the creative 
Process are considered in their relation to 
scientific production rather than artistic in- 
Spiration and this determines the outcome 


_ of the psychoanalytic study. The popular 


_©oncept of genius is put aside in order to 
investigate the regular laws of mental de- 
velopment and functioning. The impact 
on the observer of the products of the crea- 
tive mind evokes a feeling of surprise be- 
use of its seeming intuitive inspiration. 


_ The result observed appears to be spon- 


taneous for it is fused with the element of 
Mastery, the act of apprehending the inner 
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nature of things. Therefore the creative 
person is looked upon by the observer as a 
child looks upon the father whose wisdom 
has expanded the child's horizon. 

Considering the many who are born with 
innate talents, what is it that determines the 
relative value of man's contribution to his 
fellow men? It is exemplified by that which 
Freud himself demonstrated in relation to 
the laws of mental activity—that is, its in- 
herent service, its utility, the use to which 
it may be put. Freud's achievements were 
not based on height of fame or popularity. 
They were based on the creation of a sci- 
entific method which has demonstrated its 
utility. His contributions were the out- 
growth of the courageous investigation of 
human nature in the crucible of scientific 
humanitarianism although he was faced 
with the most intense popular prejudices. 
And so acceptance was slow due to the very 
nature of the phenomena investigated. Cer- 
tain characteristic attributes of the creative 
mind appear to be necessary. These are 
absolute honesty and love of the truth 
which allows for an entirely fresh way of 
looking at things, a sense of the really sig- 
nificant which permits the generalization of 
a finding, and the power of intense concen- 
tration where there is some special coin- 
cidence between the unconscious impulses 
and some essential feature of the objective 
problem. The necessary attainment of a 
peculiar degree of harmony of the elements 
making up the mental apparatus 1s investi- 
gated and the analytic basis for this is set 
forth in detail. 

“Our Attitudes towards Greatness” is a 
comparative study of the achievements of 
Freud in contrast to those of other great 
men of science such as Newton, Copernicus 
and Darwin. For us who evaluate the 
greatness of a man there may be the tend- 
ency to follow our own bias, be it adulation, 
a critical attitude or a frank assault. The 
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author gives us the opportunity to chuckle 
at ourselves as he expounds the psycho- 
analytic implications of our reactions. We 
are cautioned that it would be the better if 
we are guided by a sure compass—that is, 
honesty and integrity—as we explore the 
qualities in a man’s personality that con- 
stitutes greatness. 
The third address, “Psychiatry before and 
after Freud,” is a historical review of the 
changes ascribed to Freud over the last sixty 
years. His scientific interest was aroused 
by a burning curiosity and by a sincere and 
devoted endeavor to understand and treat 
the mentally ill. There was a continuous 
attempt to systematically classify mental ill- 
ness in terms of psychological concepts. 
His methods of investigation and his ob- 
servations resulted in a medical psychology 
which emancipated itself from prevailing 
neurological theory. Freud's study of the 
neurosis and the more familiar normal in- 
troduced a humanistic attitude into psy- 
chiatry which was not always present pre- 
viously. His contributions to the study of 
schizophrenia and melancholia contributed 
to the psychodynamic investigation of these 
disorders without ignoring the implications 
of organic chemistry. More than that, they 
gave enlightened understanding to what 
was a morass of horror and despair. Al- 
though his achievements were not the only 
force, indeed they were and are a major 
influence in advancing the assault on men- 
tal illness and in contributing greatly to the 
development of the mental hygiene move- 
ment. There is a review of the broad im- 
pact of his work in widening the scope of 
psychiatry, medical education, the general 
practice of medicine, child guidance and 
education, marriage and family life and the 
neighboring fields of science. 
The last address concerning “Sigmund 
Freud: The Man and His Achievements” 
presents psychoanalysis as a new concept of 
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the mind, the foundation of a new depart- 
ment of science which constitutes a revolu- 
tionary approach to the broad understand- 
ing of psychological and social problems, — 
Some of the unique characteristics of — 
Freud’s personality which motivated his 
achievements are recorded and, so to speak, — 
give life to the personality of Freud, the | 
type of man he was. $ 

The eulogy is dedicated to Freud, the 
man, the physician, the scientist, the hu- 
manist who possessed and shared with others 
personally and through his writings a deep 
understanding of the laws which determine 
human behavior. He profoundly and 
abundantly contributed to the knowledge 
of human nature and charted an intermin- 
able path for others with scientific curiosity 
to explore and expand upon. 

This inspiring volume will have a differ- | 
ent meaning for men of different interests. 
It is a marker recording the past and point- 
ing the path to the unknown future. Itis 
written with an ease of style and its vitality 
and intimacy of communication are refresh- 
ing. It should be a welcome addition to 
any library of psychoanalytic literature and 
the literature of the allied sciences.—SIDNEY 
Berman, M.D., Washington, D.C. 


SOCIAL PSYCHOLOGY 
By Muzafer Sherif and Carolyn W. Sherif 
New York, Harper & Brothers, 1956. 792 p. 


Much in social psychology is shadowy, much 
is elusive, much is hard to bring before the 
bar of science, but little finally eludes the 
Sherifs. 

In this “major revision” (as the publishers 
call it) of what was already on first public 
tion a major work we have something more 
than that: There is revision, there is SU 
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stantial expansion in time to sweep in the 
work of the last decade, there is expansion 
in topic to put groups in the context of 
other groujs and of the wider society, there 
is more attention to crisis as having historic 
bearing and there is expansion of the au- 
thors’ well-known theory of ego-involve- 
ment. 

The result is an interesting book and that 
is no mean compliment when the student's 
or professional's interest needs sustention 
over 770 pages exclusive of index. What 
sustains the interest is the well-judged 
amount of concrete material used in illus- 
tration; the authors neither cluttered the 
text with “everything” nor left it thinly 
abstract. Much of the illustrative material 
is reported with unusual vividness because 
it refers to the work of one or the other or 
both of the authors, together, alone or with 
others. (There are no fewer than 80 un- 
duplicated references in the book to the 
authors’ previous publications.) 

Also sustaining interest—with almost a 
detective-story quality—is the range of ‘the 
authors’ knowledge over the anthropologi- 
cal-sociological and the psychological-psy- 
chiatric literature and the ingenuity of their 
attempts to weave consistent theory and to 
test it experimentally. Both the latter ef- 
forts deserve respect even though they are 
less than wholly successful as, in the present 
State of knowledge at least, they undoubt- 
edly must be, 

The basic position of the authors is that 
a social psychology which accounts for ex- 
perience and behavior in terms of external 
factors is as one-sided and limping as a 
Social psychology that makes its account in 
terms of internal factors. External and in- 
ternal refer to the individual (or at points 
to “the organism”) and the skin is quite 
frankly the boundary-line for the distinc- 
tion. (The subtle difficulty of this kind of 
physical-spatial localization for psychologi- 
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cal phenomena does not bother them at all 
nor, it must be admitted, does it get in the 
way of practical analysis.) They state, “Be- 
havior follows the central organization or 
patterning of all these factors [external 
stimuli and internal impulses]}.” but (in 
their next sentence say that) “psychological 
structuring is jointly determined by ex- 
ternal factors” (p. 79). If the authors meant 
(as they well might) that the “internal and 
external factors” and the “patterning” or 
“structuring” of these (as far as is relevant 
for social psychology) are mutually deter- 
minative, the view would be well worth 
stating clearly. As it is, we appear to have 
two views in unresolved contradiction. 

Indeed it is here at the conceptual level 
on which the book prides itself most that, 
in this reviewer's judgment, the greatest 
weaknesses occur. Definitions of single key 
terms are variously vague or untenable in 
the context or different from the authors’ 
intent and usage. For instance, they quote 
with approval Herskovits’ definition of “cul- 
ture” (“Culture is the man-made part of 
the environment”); thus with reference to, 
say, radio-activity the part that originates 
in the cosmos is presumably “nature” and 
the increment resulting from atom-bombs 
is culture (the man-made part of the en- 
vironment). It is obvious that the authors 
do not so intend, but this is what they seem 
to say. And as with this term so it is for 
many if not most of the key terms and for 
the theoretical structure built out of the no 
less vague or imprecise linkages between 
them. This is not so much a defect in the 
psychology as in the logic. The authors 
give a convincing impression of really know- 
ing how people do act; it is only when they 
try to conceptualize and build theory that 
one feels they could have benefited from 
the aid of lexicographer, logician and 
semanticist. 

The book cannot be adequately described 
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in a review. It is beautifully printed, well 
and generously illustrated, finely indexed; 
it is well-organized topically and compen- 
dious in its range. It is well worth anyone's 
reading. Only on the side of its claim to a 
clear, consistent theory is it more challenge 
than achicvement.—Joun R. SEELEY, Com- 
munity Surveys, Inc., Indianapolis 


SPECIAL EDUCATION 
FOR THE EXCEPTIONAL 


Mental and Emotional Deviates 
and Special Problems 


Edited by Merle E. Frampton 
and Elena D. Gall 


Boston, Porter Sargent, 1956. Vol. 3. 699 p. 


This is the third and last volume of a sur- 
vey of exceptional individuals. It includes 
descriptions of their general characteristics 
and of the special educational methods, vo- 
cational guidance and placement programs 
suited to their needs. Although written 
chiefly for the use of educators, this should 
also be a valuable reference volume for 
psychologists and social workers in clinical 
and other settings which bring them into 
contact with the exceptional and their prob- 
lems. The book is too long for detailed 
reviewing but it may be possible to suggest 
something of its scope even in a brief re- 
view, 

The papers collected here are grouped 
into 11 sections. The six papers in the first 
section outline the special characteristics of 
gifted children and suggest what kind of 
education should be provided for them. 
Emphasis is placed upon early identifica- 
tion of the intellectually superior in order 
to institute appropriate educational meas- 
ures as soon as possible. Although stress is 
placed upon the gifted individual’s potenti- 
ality for intellectual and social leadership 
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it is recognized that not every such person 
will become a leader. As one of the au- 
thors states, personality, attitudes and drives 
are quite as important as intelligence in the 
development of leadership. 

Following these papers on gifted children 
are three on children with brain injuries, 
nine on cerebral palsied children, four on 
the hemiplegic and six on epileptics. Quot- 
ing Phyllis Greenacre, Dr. Lauretta Bender 
describes the predisposition to anxiety of 
brain-damaged children and concludes that 
they are brighter than often assumed and 
that their seeming mental retardation is 
more frequently the result of their anxiety, 
isolation and disorganization than of true 
mental deficiency. On the other hand, the 
contributions on cerebral palsied children 
indicate that about 50% of them are men- 
tally defective (with IQ below 70) and that 
speech defects occur in about 75%. Thus 
these children tend to be handicapped edu- 
cationally by their intellectual limitations 
far more than by their physical condition. 
Recent studies of epileptics, however, are 
more encouraging than those of the cerebral 
palsied. Epileptics are no longer considered 
subject to “mental deterioration” and ac 
cording to statistical studies based on men- 
tal test results their intellectual abilities 
conform closely to those of any unselected 
group in the general population. The old 
concept of an epileptic personality has been 
superseded by the explanation of person- 
ality difficulties—found in cases with idio- 
pathic epilepsy—as psychological reactions 
to uncontrolled seizures or to the attitudes 
of family, school and community toward 
the disease. 

There are 11 papers in the section oP 
emotionally disturbed children; four of 
these are on juvenile delinquency. Psychol- 
ogists and social workers in psychiatric 
clinics for children may find the statistical 
data reported in these papers of interest but 
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the material presented will for the most 
part already be familiar. The nine papers 
on mentally retarded children are also 
likely to be of more value to educators than 
to clinical workers. 

The last seven papers are concerned with 
problems of the aged, alcoholism and drug 
addiction in general. 

Altogether, 69 authors are represented by 
the papers in the book. Their contribu- 
tions are supplemented by bibliographies 
on each topic—that is, there is a bibliog- 
raphy on the intellectually gifted, one on 
the brain-injured, one on the cerebral pal- 
sied, and so on. The books and articles 
listed have been classified under such head- 
ings as general references, educational refer- 
ences, medical references, psychological ref- 
erences, social work references, etc. This 
Should be very helpful when anyone wishes 
to do further reading on some particular 
aspect of a topic. The editors are to be 
commended not only for their general plan- 
ning of the volume but specifically for the 
excellent bibliographical arrangement.— 
PuyLLIS BLANCHARD, PH.D.—Child Guid- 
ance Clinic of Delaware County, Pa. 


NEW LIVES FOR OLD 
By Margaret Mead 
New York, William Morrow & Co., 1956. 548 p. 


Margaret Mead’s newest major book has 
important implications for social psychi- 
atrists and other students of behavior inter- 
€sted in new perspectives on American cul- 
ture, medical researchers interested in rela- 
tionships between stress and disease, the- 
Orists of social change and the administrator 
and man of affairs involved with various 
forms of culture-contact: technical assist- 
ance, religious missions or the relationships 
between overseas businessmen and “native” 
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personnel. Furthermore educators and so- 
cial philosophers can find in the book new 
ideas about pertinent 20th-century goals 
for educational planning and about the 
unity of the socialization process so that 
formal school systems can be seen as but one 
part of the total complex of influences on 
character and personality formation. 

This is a big order. But Dr. Mead has 
filled the 18 chapters of the book (and rich 
appendixes) with enough for people in the 
above and other categories to ponder and 
do further research about for a number of 
years. 

The title refers to the “new lives” of the 
Manus people of New Guinea. How they 
transformed themselves rapidly from the 
Stone Age way of life they practiced when 
Dr. Mead first visited them 25 years earlier 
to participate in the Atomic Age of 1953 is 
the leitmotif of the book. Individual char- 
acters in this drama of social change, such as 
Kilipak and Paliau, “the man who met the 
hour,” emerge in the book through both 
photography and description. Thus the 
reader is able to fasten Dr. Mead’s widest 
generalizations (about the possible direction 
of world societies) to observed particular 
personalities. 

It is an intensely warm and personal 
book. At the same time it is a scientific 
treatise by a scientist who is constantly 
aware of the necessity of identifying the 
observer and the observer's actions as they 
affect the observed. Dr. Mead gives us an 
anatomy and critical history of her own 
ideas, and tells how with the help of her 
field assistants, Ted and Lenore Schwartz, 
plus a battery of Gesells, Bender-Gestalts, 
Mosaics, and photographic memory tests, 
she served as a medical therapist, banker, 
teacher and storekeeper in doing her field 
work. 

Apart from its scientific and practical 
interest, New Lives for Old, written with 
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the imagery and colorful detail which 
marked her early classics, also has literary 
appeal for the layman. (For example, in 
describing the village where she lived for 
six months the author writes: “The church 
itself, because it was built on the ground 
while all the other houses were on posts and 
because it was so much bigger, seemed like 
a huge mother hen, brooding over a set of 
identical little brown chicks.”’) 

What are some of the frontiers of be- 
havioral research that Dr. Mead opens up? 
One is in her discussion of the possible unity 
of psychological mechanisms related to so- 
cial change, religious conversion, extremist 
political commitments and psychotherapy. 
In a provocative appendix on implications 
for mental health and education, she hy- 
pothesizes: “Only by the destruction of 
every vestige of the past can the new order 
be ushered in. It seems likely that this will 
turn out to be one of the universal char- 
acteristics of human psychology” (p. 523). 
The Manus people illustrate this point. 
They repudiated the past symbolically by 
throwing their possessions into the sea and 
in one generation created new institutions: 
the two-generation family, freedom of 
women, political democracy, sense of com- 
munity, ideals of human dignity and stat- 
ure, a psychosomatic theory of disease and 
a capacity to deal with boundaries in space 
and time (p. 363). 

In showing how the Manus in a sense 
“turned themselves wrongside out” under 
the stimuli of the American army in World 
War II and yet emerged with a working 
society, Dr. Mead asks that mental health 
workers study the Manus’ experience to 
understand better the importance of group 
support when dealing with people who have 
experienced transformation. Totally new 
patterns, where basic human relationships 

are not broken by incongruous mixing of 
old and new (p. 452), may provide the 
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cushions for individuals who otherwise 
might find intolerable working out a new 
way of life alone. This applies as much to 
the Manus as to the alcoholic, the reformed 
convict, the patient with shock therapy or 
lobotomy or the “urban secularized people 
of the modern world” (p. 525). 

On the other hand, Dr. Mead asks that 
group support not become so protective 
and self-sealing that individuals become 
cultish, defensive and thus prevented from 
participating in other societies or sub-groups 
that make up modern society. ‘These re- 
marks should be read in the light of the 
Eaton and Weil studies of the Hutterites, 
Culture and Mental Disorders (reviewed in 
Menrat Hycrene, July 1956); various re- 
cent studies on the kibbutz in Israel; and 
the findings in 1952 of the Chichester semi- 
nar of the World Federation of Mental 
Health, outlined in Soddy’s Mental 
Health and Infant Development. 

Students of American child-rearing prac 
tices will find Chapter 13, “Rage, Rhythm 
and Autonomy,” of special importance. 
Such comparative materials help bring us 
to wider “definitions” of what constitutes 
mental health, i.e., how original elements 
of “guilt,” “anger,” “sin,” “tension,” “putt 
tan personality” and “reciprocity” can be 
woven into an adult personality which fits 
modern institutions. Manus children, like 
American children, are given early training 
for independence but are not subjected to 
the sanction of “conditional love,” which 
Dr. Mead in her earlier Male and Female 
described as a characteristic of certain i 
American parents’ ways of getting the | 
young “to behave.” ‘ 

Similarly, psychotherapists and religion: 
ists interested in the psychology of grief will 
find interest in how the Manus deal with 
death as part of the new way: “The swift 
furious display of completely abandoned 
sorrow is felt as safe and cathartic. But pt 


longed grief corrupts the minds, leads to 
depressions and self-destruction. . . .” (p. 
273). Practitioners of group psychotherapy, 
on the other hand, will find relevance in 
the Manus’ shifts between preferences for 
auricular confession (Roman Catholic) and 
public recounting of sin (p. 325). 

With such a stimulus as the Manus’ ex- 
perience provides for a fresh examination 
of our own problems, we can be grateful to 
this new example of our “primitive heri- 
tage,” our eternal debt to faraway people 
whose choice to enter the modern world 
gives dramatic testimony to the maleability 
of human beings. We need this restoration 
of wonder. 

For such wonder is helpful at this junc- 
ture when, as Dr. Mead writes, “we have to 
rear people who can tolerate the unknown, 
who will not need the support of completely 
worked out systems, whether they be tradi- 
tional ones from the past or blueprints of 
the future.”—Witton S. DILLON, Society 
for Applied Anthropology 


PSYCHOLOGY: 

GENERAL, INDUSTRIAL, SOCIAL 
By John Munro Fraser 

New York, Philosophical Library, 1956. 310 p 


The purpose of this book, according to the 
author, is to meet a need expressed by the 
Committee on Education for Management. 
The aim is “to give students some training 
in the art and science of handling men.” 
John Munro Fraser has attempted to survey 
the fields of general, industrial and social 
Psychology “from the manager's point of 
view and to draw the main issues together 
Within reasonable space.” A noble purpose 
Indeed! 

This book suffers, as do others that try 
to be omnipresent, from inadequate treat- 
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ment of any one subject. The “manager” 
is likely to be left with the dangerous 
“little knowledge.” It seems justified to 
take to task the author who deludes himself 
into thinking he can adequately explain, in 
a satisfactorily comprehensive way, subjects 
ranging from classical thought and scientific 
method to the social anatomy of an indus- 
trial company—all in 300 pages. 

To have achieved the intended purpose 
better, the field of clinical psychology in 
industry might well have been presented 
rather than history and other subjects. 
Other authors, notably H. Clay Smith, have 
achieved the goal far better. The sad omis- 
sion of recent research findings in many 
areas makes this a rather old book although 
published in 1956. 

The attempt to combine general psy- 
chology, social psychology and industrial 
psychology is a noble one, but the results do 
not justify the efforts. Each is a broad, in- 
tensive area in itself. Of necessity, each re- 
ceives only cursory treatment. Each section 
gives the impression of a rather rough 
précis of other texts in these areas. To ac- 
complish the intended purpose, a book with 
the theme of clinical psychology in industry 
would much better have served the purpose. 

Of what real value is it for the manager 
to be familiar with the physiology of the 
ear if he is being trained in the “art and 
science of handling men?” What happens 
to the manager’s motivation when he finds 
himself plowing through learning curves 
and deductive reasoning steps? 

While the author devotes a page to Ges- 
talt psychology, he does not succeed, in this 
writer’s opinion, in creating a gestalt out 
of a 3-part text. The average reader in 
industry is likely to fail to come away from 
his reading of this book with a useful, ap- 
plicable body or entity of knowledge. 
Rather, the probable result will be a gather- 
ing of more or less interesting facts con- 
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cerning behavior. Although the flyleaf 
claims success, there is missing a central 
theme, an underlying motif that would en- 
able the lay reader to get the feel of the 
purposiveness of behavior, its goal orienta- 
tion, the logic and understanding of dy- 
namisms—in short, the types of informa- 
tion in readable form that could be used to 
real advantage in on-the-job situations.— 
Martin M. Bruce, Dunlap and Associates, 
Stamford, Conn. 
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MENTAL HYGIENE: A SURVEY OF 
PERSONALITY DISORDERS AND 
MENTAL HEALTH 

By D. B. Klein 

New York, Henry Holt & Co., 1956. 654 p. 


D. B. Klein has approached his subject 
from an educator's point of view. He has 
presented a general textbook which would 
be most valuable in undergraduate courses 
and would also have value for medical and 
nursing students. The various schools of 
thought in psychiatry are discussed and a 
wide range of literature is reviewed and 
summarized. There is an uncomplicated 
but adequate glossary. This is not a short 
book but both print and style make it easy 
to read. 

The author has presented an excellent 
introduction and historical summary of 
mental hygiene in Part I. This section 
would merit a separate printing as a clear 
and succinct discussion of the subject and 
field. 

In Part II, The Nature of Mental Dis- 
orders, and Part III, Preventing Mental 
Disorder, the discussion is based upon the 
1934 nomenclature and therefore dates the 
book regrettably. In Chapter 5 the con- 
clusion that it is better strategy to concen- 
trate on preventing schizophrenia than on 
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preventing traumatic psychoses because of 
the larger numbers of patients with the 
former diagnosis will seem false to most 
clinical workers. The assumption concern. 
ing the low incidence of psychoses in chil- 
dren under 15 is based upon admissions to 
state hospitals—a most unreliable statistical 
base. 

In the chapters on prevention of mental 
disorder there are several excellent discus 
sions. The falsity of many of the state- 
ments concerning the increase in mental ill- 
ness is logically proved. The author spends 
considerable time pointing up the responsi- 
bility of the mental hygienist in the pre- 
vention of all types of mental disorder by 
physical and social means as well as psycho- 
logical. It is a pleasure to read that experts 
can disagree on points and still be worthy 
of respect (p. 201)! There is an excellent 
defense of teachers, with exposure of the 
unreal and unfair standards against which 
they have often been judged. ; 

At times it seems the author is advocating 
education, individual and collective, as the 
prophylaxis against all mental disorder, but 
he also points out the danger of accepting 
any hypothesis as a fact and stresses that 
other approaches are possible and valuable. 

Part IV, Promoting Mental Health, is@ 
comprehensive and balanced review of both 
theoretical and practical approaches. There 
is a philosophical tone to many of thes 
chapters that barely escapes being hortatoly: 
Nevertheless this section offers a number 
of constructive suggestions that teachers and 
others interested in promoting mental 
health would find valuable. The warning 
against confusing cause and motivation an 
the discussion of perfectionism as a mentat 
hygiene evil are two examples. 

This book is a sane, comprehensive re 
view of the field of mental hygiene and ; 
the responsibilities of those interested "i 
mental health. The discussion of men™ 


illness leaves much to be desired. Other- 
wise it can be highly recommended as an 
introduction to the field of mental hygiene 
and mental health—Maset Ross, M.D., 
U.S. Public Health Service 


THE PSYCHOANALYTIC STUDY 

OF THE CHILD 

By- Ruth S. Eissler, Anna Freud, Heinz 
Hartmann and others 


New York, International Universities Press, 1955. 
Vol, 10. 394 p. 


The present volume of this well-known 
series of annual publications continues in 
its established tradition of excellence and 
fulfills all reasonable expectations. It con- 
tains 19 contributions, all of them com- 
petent and of top standard. ‘The articles 
_ treat important fields of child psychology 

and development; some concern theory, 
others provide clinical and casuistic ma- 
terial. 

It is difficult, without going too much 
into detail, to review all this valuable ma- 
terial. All the topics are of equal impor- 
tance, often highlighting difficult and very 
intricate problems, as for instance Green- 
acre’s and Mittelmann’s material on fetish- 
ism. Hartmann and Kris deal with the 
theoretical aspects of sublimation and 
neutralization. 

There is perhaps special reason to call 
attention to a most significant contribution 
_ from Max Schur: “Comments on the Meta- 
Psychology of Somatization.” This is a 
Paper of more general theoretical interest. 
- Presenting an analysis of a patient with a 
_ neurodermatosis, Schur deals with dynam- 
‘sms of the highest importance for the 
understanding of psychosomatic disorders. 
At the same time he illustrates etiological 
Problems as problems of treatment. 

Despite their difficult aspects, all the 
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papers are equally important. They deliver 
a colorful and penetrating survey of the 
high level of modern psychoanalytic re- 
search in a very impressive and convincing 
way, and very little in them may arouse 
criticism, 

The volume stands as indispensable refer- 
ence material for any psychiatric library.— 
PauL J. Rerrer, M.D, Copenhagen 


FOUNDATIONS OF HUMAN ' 
BEHAVIOR: DYNAMIC PSYCHOLOGY 
IN NURSING 

By Theresa G. Muller 

New York, G. P. Putnam’s Sons, 1956. 254 p. 


This work is presented as “a guide in select- 
and communicating appropriate content” 
which can serve as a basic orientation for 
nurses. The contents include an introduc- 
tory section, in which the development of 
psychology, goals of nursing, and personal- 
ity are discussed. Then a section on the 
“driving forces of human nature” is fol- 
lowed by two sections on the dynamics of 
human behavior. 

The author draws heavily upon her pre- 
vious publications as well as on a wide selec- 
tion of the literature on human behavior. 
Several recorded discussions which are in- 
cluded give the reader an opportunity to 
reach conclusions and compare them with 
those given in the text. Many areas of be- 
havior pertinent to nursing practice are 
analyzed—for example, the relation of 
nurses to authority, stereotypes, etc. 

This text is of value in professional nurs- 
ing education because it covers a wide 
range of concepts applied to a variety of 
situations that come to the attention of 
nurses. The work would be strengthened 
by more careful definition of some of the 
concepts presented—the concept of integra- 
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tion, for example. The assets of this work, 
however, are greatly enhanced by the fresh 
approach used in the text, by several useful 
appendices and by an excellent index— 
Hivpecarp E. PEPLAU, R.N., ED.D., Rutgers 
University College of Nursing 


FAMILY LIFE SOURCEBOOK 
Oliver E. Byrd, Ed.D., M.D. 


Stanford, Calif., Stanford University Press, 1956. 
371 p. 


Viewed in its over-all and long-run perspec- 
tive, the dominant American family pro- 
ceeds through a series of stages. Into the 
family children are born and socialized; 
then they fall in love, marry and veer away 
from their aging parents to repeat the proc- 
ess and to keep the cycle rolling down 
through the generations. 

In the perspective of the family life cycle 
the editor of this Sourcebook summarizes 
400 articles and reports. Breaking in at 
the child-rearing stage of the cycle, the com- 
piler summarizes selected articles dealing 
first with courtship, marriage, pregnancy 
and child-birth. The succeeding subjects 
deal with infancy, childhood, normal and 
delinquent adolescence and with older 
members of the family. Additional content 
deals with the family as a unit, family 
health, broken homes and family-commu- 
nity relationships. 

The technique of presentation is the 
Readers Digest type of condensation of ar- 
ticles selected from 142 professional and 
semi-professional journals published in the 
United States since 1940. The average 
length of these digests is about three-fourths 
of a page. Each of 13 divisions or chapters 
of the book opens with a 2- or 3-page over- 
view of the ensuing content. The volume 
ends with a bibliography of the 400 selected 
references and an alphabetical list of their 
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sources. Bibliographical references and 
digests are numerically keyed together for 
easy use. Author and subject indexes are 
included. 

It is obvious that a compilation and di- 
gest of such magnitude represents a pro 
digious amount of time and effort. In his 
brief preface the editor indicates that he 
read 4,000 articles in his search for the 
chosen 400. A tally of the dates when those 
chosen appeared in print show that the 
vast majority were published after 1949, 
with most appearing during 1954 and 1955. 

A careful review of this series of conden- 
sations indicates that in general the original 
articles were prepared by authors who repre- 
sent high levels of sophistication in research, 
observation and clinical experiences. Inso- 
far as the Sourcebook is a digest of reliable 
information and valid conclusions pertain- 
ing to family life it is a most useful work. 
It will give the reader access to the gist of 
pertinent material from widely scattered 
sources, many of them not readily accessible 
to the average reader. It will enable the 
scientific student of the family to identily 
articles he may wish to read in their original 
form. , 

Works of this kind are almost inevitably | 
subject to criticism. They often suffer from 
inadequate organization, disunity of sub- 
ject matter and uncertain criteria in the 
selection of articles for inclusion. Using 
the family life cycle as his model, Professor 
Byrd has met the problem of organization 
quite well. His selections ft quite neatly 
into the several stages of thh; cycle. The” 
matter of coherence and unity is less ade 
quately managed. The pages introducing 
each chapter of the book turn out to be ne 
more than series of short paragraphs which 
attempt the ultimate in condensation—the 
summarizing of the summaries that follow: 

Perhaps the major unanswered question 
about this digest concerned the criteria by 
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which the editor selected his articles for 
condensation. It may be assumed that many 
originals were rejected because they failed 
to fit the outline adopted for the book. 
Still the discerning reader who is widely 
familiar with materials in the field of family 
life education and research will wonder why 
certain articles of outstanding excellence 
are omitted while articles of lesser merit, in 


a own view, are included.—A. R. MANcus, 
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Ph.D., Ohio State University 


ANXIETY IN 

CHRISTIAN EXPERIENCE 

By Wayne E. Oates 

Philadelphia, Westminster Press, 1955. 156 p. 


There is a continual need for books to in- 
terpret different aspects of psychiatry to 
members of other professions. This one, 
by the professor of psychology of religion 
and pastoral care at the Southern Baptist 
Theological Seminary in Louisville, is in- 
tended to aid Protestant clergymen in 
counseling their parishioners. 

The author is well read, quoting Freud, 
Sullivan, Rank, Maxwell Jones and others. 
His case examples are varied and illustra- 
tive. The theological technical terminology 
would make it difficult for the majority of 
laymen. Many relevant passages from the 
Bible are given. 

One pleasing thing about the book is that 
sources of anxiety are classified and dis- 
cussed under more headings than the usual 
ones of sex and aggression. The discussions 
of what the reviewer has called “cosmic” 
anxiety, including those arising from in- 
ceasing age and approaching death, are 


© excellent. There is also a wisely cautious 


chapter on the “morally indifferent,” whose 
lack of anxiety and compunction often per- 
mits them to exploit a clergyman’s Chris- 
tian conscience. It is surprising that Jung 
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is not cited, when he has written more 
about religion and psychiatry than almost 
any other. 

Unfortunately there is no index. 

This volume is recommended highly for 
clergymen struggling with the everyday 
problems of their parishioners and for 
those who work with clergymen on such 
cases——ROBERT A. CLARK, M.D., Phila- 
delphia 


A BELIEF IN PEOPLE 
By Margaret E. Rich 


New York, Family Service Association of America, 
1956. 190 p. 


The motive to help one’s fellow in need is 
doubtless as old as mankind. The method 
has been the variable. To give help in the 
way that will do the most good to the indi- 
vidual and to the society of which he is a 
part has never lent itself to an easy answer. 

It was a new method of organizing 
charity that marked the beginning in this 
country of the family social work move- 
ment, the history of which is set forth in 
A Belief in People. The idea of the first 
Charity Organization Society in this coun- 
try, established in Buffalo in 1877, and of 
many others that followed was to bring or- 
der out of philanthropic chaos by organiz- 
ing “all existing charitable relief agencies 
into a working whole for the better division 
of labor and the more effective aggregation 
of effort.” With this community organiza- 
tion emphasis went two basic principles: (1) 
to see the individual behind the need and to 
help the poor help themselves in preference 
to doing things for them; (2) to discover and 
remove the causes of poverty with special 
attention to housing, social and sanitary 
reforms. 

There was a firm conviction that scien- 
tific charity could “cure the misery of those 
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who suffered now and work constantly 
toward such improvement in circumstances 
that the number of the miserable shall 
diminish day by day.” The scientific ap- 
proach was in sharp contrast to the thought- 
less and haphazard reliefgiving then so 
prevalent. 

A Belief in People recounts the evolution, 
from these origins, of family social work, 
now represented by some 265 agencies 
banded together in the Family Service As- 
sociation of America. Significant develop- 
ments to which these agencies and the 
national association have contributed in 
large part, as this history shows, include the 
following: method and practice, from the 
early principles of investigation to guide the 
“friendly visitor” through the great con- 
tributions of Mary Richmond and her 
classic Social Diagnosis to modern social 
case work; training courses leading to 
schools of social work and the emergence 
of a profession; emphasis upon the family 
and family relationships in treatment, and 
prevention; continuing interest in the im- 
provement of social and living conditions, 
especially those under which family life can 
flourish; transition from a strong feeling 
against public outdoor relief as it was ad- 
ministered in the early days to the effort to 
develop public assistance according to the 
best standards, beginning with the depres- 
sion of the 30's; today’s outstanding role of 
the family agency in providing skilled pro- 
fessional service on personal and family 
problems for people of any economic group; 
development of research in social work. 

In its direct concern with human be- 
havior and human relations and with the 
role of the family in the molding of person- 
ality the family service field is shown to have 
a close kinship with that of mental health. 

A Belief in People is both authentic and 
readable. Fortunately it was written by 
Margaret E. Rich. Her career, dedicated 
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to family service in the Boston and Pitts- 
burgh agencies and for many years in a 
post of top leadership with the Family Sery- 
ice Association of America, helped to make 
the history she records. Always an articu- 
late spokesman for the field, Miss Rich 
rendered it a final and pre-eminent service 
in the preparation of this volume which she 
completed only a few weeks before her 
death on May 6, 1956.—Srantey P. DAVIES, 
Community Service Society of New York 


FIVE HUNDRED OVER SIXTY; 
A COMMUNITY SURVEY OF AGING 
By Bernard Kutner, David Fanshel, Alice 7 
M. Togo and Thomas S. Langner ‘ 
New York, Russell Sage Foundation, 1956. 345 p. 


This study of 500 non-institutionalized men 
and women over 60 concerns itself with 
(1) their problems of personal adjustment, 
(2) factors affecting or affected by their 
health, (3) their use of community health 
services and (4) their attitudes toward 
health and social centers. The study was — 
made with the hope of finding the answers 
to three questions: What social and cul- 
tural factors facilitate adjustment to aging? 
What kinds of people successfully adjust 
themselves to aging? What forms should be 
taken by programs designed to serve the 
needs of the aging? 

The area selected for the study was a part 
of New York City where persons from al- 
most all socioeconomic levels were to be 
found, and its inhabitants included people i 
of diverse cultural and racial backgrounds: 
The district was served by a welfare centet, 
a health center, a visiting nurse, a branch | 
of a family case work agency and a local 
settlement house. Other organized welfare 
services were carried on by various ethnic 
and religious organizations. There was an 


abundance of social clubs, nationality so- 

cieties and local church groups. This com- 
" plex area was chosen because it was felt that 
the problems presented by the older people 
here would be so varied that the findings, 
either general or specific, would have wide 
application in other areas. 

A most comprehensive field survey ques- 
tionnaire was used as a guide for the inter- 
view to secure information from the older 
people themselves—and most revealing in- 
formation it is. For instance, there seem to 
be marked differences in the adjustment of 
the married, the single and the widowed. 
‘The importance of employment as a morale 
factor, particularly for men, is clearly 
brought out, especially when the individual 
lacks the self-sustaining interests and neces- 
sary flexibility to redirect his life to offset 
the concomitants of aging. 

The health picture as reported by these 
500 aging men and women is surprisingly 
good. Fifty-six percent had good health, 
26% fair and 17% poor health, with more 
illness reported as the economic level de- 

creased. Many of those who report them- 
selves in poor health did not seem to feel 
handicapped by it. The attitudes of these 
people toward using health services, ad- 
visory services and social clubs are also 
Statistically evaluated and there seems to be 
marked evidence that “if programs of serv- 
ices for older people are effectively to reach 
those who are inclined to use them, such 
Services must be as diverse and embedded 
in as many organizational contexts as there 
are preferences, attitude patterns and values 
tegarding aging among the older popula- 
Gon.” 


_ The data presented are interesting, but it 
_ 1s the authors’ pertinent questions as to the 
Significance of the data which cause one to 
think. Needs are evident, but to bring the 
Service and the elderly person together is 
indeed a challenge. For example, the sons 


- 


Book Reviews 


and daughters of the aged person come to a 
social agency for counseling regarding the 
parent, but the elderly person very rarely 
presents himself to a social agency for help 
in problems of adjusting to his circum- 
stances. 

The authors point out that mental illness 
among the aging is a paramount problem— 
yet there seems to be little time for psycho- 
therapeutic work with aged patients. Nor 
have psychiatric skills been adapted to the 
particular problems and circumstances of 
the older people. In other words, mental 
health and other services are not geared 
toward preventive services with the aging. 
This is particularly unfortunate as the older 
person “is pressured out of the labor force, 
is often faced with diminished financial re- 
sources and a lowered standard of living, 
with a continuous reduction of social ties 
because of the death of peers and loved 
ones, and with the emotional impact of 
waning physical vitality ina culture empha- 
sizing youthful beauty and youthful vigor.” 

This is a revealing and a challenging 
book. It shows clearly the situation of the 
aging in a portion of New York City, which 
probably has as many if not more resources 
for the health and welfare of its inhabitants 
than most large cities. It is a situation 
which needs action. The authors point out 
obvious and immediate needs as well as 
those requiring further research before 
plans can be developed to meet them wisely 
—among other things, a new definition of 
the aged not related to chronological age 
but to the individual, his abilities and 
capacities and his needs to use these pro- 
ductively and fully. 

This is a study which produced answers 
in good measure to the questions it origi- 
nally raised. These answers are important 
to everyone from architects and employers 
to welfare and health agencies, whose atten- 
tion has been focused chiefly on the older 
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people with serious illnesses rather than on 
preventive work which will enable many to 
have fuller and happier lives——Hesrer B. 
CRUTCHER, New York Department of Men- 
tal Hygiene 


MENTAL HEALTH ASPECTS OF 
SOCIAL WORK IN PUBLIC HEALTH 


By Gerald Caplan 


Berkeley, University of California School of Social 
Welfare, 1956. 293 p. 


In this report of the proceedings of an in- 
stitute on the mental health aspects of social 
work in public health, Dr. Caplan reveals 
brilliance as a teacher as well as a rich back- 
ground and experience in clinical psychiatry 
and research. His presentation of theoreti- 
cal content on personality development and 
mother-child relationships is well organized 
and is made easily understandable by 
homely illustration from the everyday ex- 
periences of doctors, nurses and social 
workers. 

Membership in the institute was re- 
stricted to social workers employed in 
public health agencies or schools of public 
health. The pattern of work was the 
presentation of theoretical material fol- 
lowed by discussion periods in which Dr. 
Caplan became a resource person. By 
giving a nearly verbatim report of Dr. 
Caplan’s remarks, the editor succeeded in 
preserving the interchange between him 
and members of the group. 

The theoretical presentation focused on 
the information that is essential to an un- 
derstanding of maternal and child health 
and the means by which it may be applied 
in preventive mental health work with 
emphasis on the consultation method. 

Description of the development of per- 
sonality, while based on accepted concepts 
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of dynamic psychiatry, stressed the con- 
tinual interaction between the individual, 
his family and the cultural group to which 
he belongs. There was discussion of the 
ways in which individuals handle stressi 
situations by mobilizing their strengths and 
by relying on external support from their 
family and culture. The goal of mental 
health workers is to help individuals regain 
lost emotional equilibrium by healthy 
adaptive processes. i 

There was considerable discussion of the 
emotional implications of pregnancy be- 
cause of the importance of this period ĝi 
disequilibrium for the promotion of 
healthy mother-child relationships, at least 
in the first months of the child’s life. With 
a weakening of the early symbiotic relation- 
ship the mother and child become affected’ 
by each other's behavior and it is still not 
possible to predict whether preventive work 
during pregnancy can modify their late 
relationship. Some practical, useful sug: 
gestions are made for handling women © 
different personality types and for helping 
in such guilt-laden situations as attempted 
abortion and the birth of a malforme 
child. 4 

Throughout the discussion Dr. Capla 
focused on increasing the understanding 0} 
social workers to facilitate their handling 
of such common problems as the geographi 
separation of mother and child and neces 
sary hospitalization in terms of the main 
tenance of family equilibrium during thes 
and similar stress periods. He pointed out 
that these crises are not psychiatric condi- 
tions but rather part of the ordinary ex- 
perience of living and continuous adjust- 
ment. 

The consultation method described by 
Dr. Caplan was developed in Israel and at 
Harvard University, chiefly for menta 
health consultants to use with teachers and 
child care workers in crisis situations. Th 


objective is to restore equilibrium in a 
minimum amount of time, by freeing the 
consultee from his own emotional conflicts 
‘and “blind spots” so that he is able to help 
the client without undue personal in- 
yolvement. Consultation techniques were 
bdiscussed in considerable detail with 
‘elicidation of some of the administrative 
aa relationship problems commonly 
encountered. 

The report of the proceedings includes a 
description of the family health clinic con- 
ducted by the Harvard University School 
Sf Public Health. Four previously pub- 
ished papers by Dr. Caplan in the appen- 
‘dices provide background material to the 
discussion. A bibliography of publications 
jeferred to in the discussion would have 
Deen a useful addition. 

| These institute proceedings deserve wide 
use as teaching material for mental health 
fonsultants and for those responsible for 
the organization and content of interdisci- 
plinary mental health conferences. Schools 
_ of public health, nursing and social work as 
ell as state and local departments of health 
and mental health will find this report a 
aluable mental health resourse—HELEN 
SPEYER, New York City Community Mental 
Health Board 


‘CASE STUDIES IN 

CHILDHOOD EMOTIONAL 
DISABILITIES 

Edited by George E. Gardner, Ph.D., M.D. 


New York, American Orthopsychiatric Association, 
11956. Vol. 2. 368 p. 


| The second volume of these studies in child- 
hood emotional disabilities should amply 
fulfill the hopes of the editor, Dr. Gardner, 
Athat these studies will serve a useful place 
n teaching and training. The scope of the 
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case studies presents ample variety and a 
good distribution from the standpoint of 
geographical area and point of view. 
Possibly the most interesting aspect of 
these case studies to the reviewer is the 
cross-sectional view given of the trends in 
cases coming to psychiatric clinics today. 
The studies reflect the current prevailing 
impression that younger and more seriously 
disturbed children are presenting them- 
selves for treatment in increasing numbers. 
The volume also bears out the impression 
of a continuing shift in the pattern of dis- 
turbances from behavior disorders- toward 
conditions of severe neurosis, psychoso- 
matic disease and psychosis. Because these 
case studies appear to verify these trends, 
they should be doubly important in teach- 
ing for those who are training to meet the 
changing needs of the field of childhood 
emotional disorders.—Joun A. Rose, M.D., 
Philadelphia Child Guidance Clinic 


THERAPEUTIC EDUCATION 
By George Devereux 
New York, Harper & Brothers, 1956. 435 p. 


The preparation of this book was stimu- 
lated by the author's study of 15 students 
who in the opinion of the Devereux school 
administrative staff had failed to respond to 
the school’s program. The study of these 
students had some interesting results. It 
led the author to examine the basic mean- 
ing of education, the process of socialization 
or of “humanization” and “ethnicization” 
as he labels it, the place of the family in 
the education of the child and the meaning 
of all this for a school in which the mentally 
and emotionally disturbed or defective chil- 
dren are to be guided. 

The difference between therapeutic edu- 
cation and psychotherapy is one of the 
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major themes that runs throughout the 
book. The author writes from a psycho- 
analytical background and this gives a 
particular coloring to the discussion. Psy- 
choanalysis when applied to disturbed chil- 
dren is thought of as an “unlearning” of 
the deviant patterns. Following such 
“unlearning” the child learns more 
“adequate” ways of/using his potentialities 
by living in a specially planned social and 
cultural milieu under the guidance of a 
“therapeutic educator.” Thus the func- 
tions of the “psychotherapist” and of the 
“therapeutic educator” are truly comple- 
mentary. 

The aims and processes of therapeutic 
education are examined in considerable de- 
tail. The process culminates in a creative 
discipline in which the child has ample op- 
portunity and encouragement to realize his 
potentialities and this in effect makes “ego- 
restricting” punishment unnecessary. 

Further exploration of the process of 
therapeutic education leads to the realiza- 
tion that the adjustment of the therapeutic 
teacher himself is of utmost importance for 
he must be emotionally free to view each 
child objectively and, no matter how dif- 
ferent, help him develop his capabilities. 
It also leads to the realization that too often 
the patient is not the child but the parent. 
Finally, society's attitudes toward the ex- 
ceptional child also often constitute an 
obstacle to effective reeducation. 

Throughout the book the author sup- 
ports his principal contentions with numer- 
ous excerpts from case histories. His 
method is to report individual cases rather 
than rely on experimental tests using groups 
of subjects. 

This analysis of the process of educating 
the disturbed or defective child will be of 
particular interest to workers in the area of 
special education. The discussion of the 
distinctions between psychoanalysis and 
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therapeutic education will be of interest to 
clinicians as well. 

Although one may find it difficult and 
sometimes unnecessarily tedious to follo 
the author’s thinking the desire to exami 
the education of disturbed children in terms 
of basic educational and developmen 
considerations is a worthy aim.—Ratrx H. 
OJEMANN, University of Iowa 


MENTALLY HANDICAPPED 
CHILDREN: A HANDBOOK 
FOR PARENTS 


London, National Association for Mental Heal 
(England), no date. 88 p. 


Mentally Handicapped Children, a h 
book for parents, was published by 
National Association for Mental Health 
England. It is a pocket-size book dealii 
with four areas of parent education— 
facing the truth, medical questions, basi¢ 
home training, and teaching the child at 
home. The four contributors are from the 
fields of psychiatry, psychology and edu 
tion and from the description of scholas! 
degrees and professional affiliations th 
should be authorities on the subject th 
treat. 

Writing a book for parents on a prof 
sional subject presents a number of pro 
lems. To be of any value it must be r 
able, long enough to adequately treat 
subject matter and sensitive to the emi 
tional needs of the parents. It must also 
consistent in its approach and must defi 
accepted technical terms in meanin, 
language within the comprehension of pi 
ents. Above all, it should offer instruct! 
help in gaining the insight necessary 10 | 
solve the many personal problems result 
from having a mentally deficient chil 
the family. 


Although this book has a number of help- 
ful hints for parents who are obliged to 
keep their children at home, it lacks a con- 
sistent approach and an understanding of 
accepted educational principles to make it 
‘truly valuable. The approach to home 
teaching is somewhat artificial and un- 
realistic and it is doubtful if the authors’ 
recommendations could be followed by 
_ American families. 

The chapter on medical questions has 
some good information which may help to 
answer a number of disturbing questions 
| parents face concerning the medical aspect 
of mental retardation. 

Because this book was written for English 
parents, American parents of retarded chil- 
_ dren may find the language somewhat con- 
fusing and not too helpful—VrncENTz 
Cianci, Morris County (N. J.) Department 
_ of Education 


THE URGE TO PUNISH: NEW 

_ APPROACHES TO THE PROBLEMS OF 
_ MENTAL IRRESPONSIBILITY 

FOR CRIME 

By Henry Weihofen 

New York, Farrar, Straus and Cudahy, 1956. 213 p. 


This volume considers and discusses most 
_ of the recorded argument in favor of or 
against abolition of the M'Naghten rule. 
This test of mental irresponsibility for 
Crime, devised by the English court in 
1843, remained the sole test in that country 
and in 29 states of this country until in 1953 
the Court of Appeals for the District of 
Columbia, in the case of Durham vs. United 
States, discarded the rule and applied the 
Product rule in an important decision. 

From the inception of the M'Naghten 
Tule Dr. Isaac Ray criticized it in his books 
and urged adoption of a principle that in 
_ Suminal cases insane persons should not be 
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held responsible for their criminal acts un- 
less the acts are proved not to have been the 
direct or indirect result of the insanity. 
Nonetheless the older “capacity-to-dis- 
tinguish-right-from-wrong” test prevailed in 
most jurisdictions until 1953. True, in 
1869 the New Hampshire court approved a 
charge given by a trial judge in a criminal 
case to the effect that “all symptoms and all 
tests of mental disease are purely matters of 
fact to be determined by the jury” and that 
“if they found that the homicide was the 
product of the mental disease, they should 
find the defendant not guilty by reason of 
insanity.” But this so-called “product rule” 
was not adopted elsewhere until the Dur- 
ham case formulated a rule not unlike that 
of the New Hampshire court. The interest 
aroused by the Durham decision may be 
seen in the many articles concerning it in 
law reviews and medical-legal journals, re- 
evaluating the M’Naghten rule. 

Professor Weihofen points out the many — 
frustrating blind alleys encountered when 
a psychiatrist is required to present his — 
opinion of sanity in the language of the 
law rather than in the language of his pro- 
fession. His diagnosis, not being drawn 
from considerations of right or wrong in a 
legal sense, has no meaning to him when 
forced into those terms. How then can it 
be expected to aid the jury? 

On the other hand, the primary objec- 
tion against the product rule seems to be 
that it would submit the insanity defense 
to the jury without giving them the 
guidance of any definite formula or cri- 
terion. The answer to this, it is argued, 
is that juries disregard the technical 
M'’Naghten rule anyway and if they are 
convinced that the defendant was seriously 
disordered and that it was this fact that led 
to the crime they will usually acquit, no 
matter how they are charged. 

The model code of the American Law 
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Institute dealing with provisions for men- 
tal irresponsibility is also reviewed and 
compared with the two other rules generally 
in use. This is considered to be a middle- 
of-the-road approach, adhering to the 
essence of the right-and-wrong test of the 
M’Naghten rule but supplementing that 
test by adding impairment of volitional 
capacity as a defense. This too, it is stated, 
fails to bridge the gap now existing between 
legal and psychiatric thinking. The psy- 
chiatrists are convinced that the premises 
of the law, dealing with “insanity” as a de- 
fense, are unsound and indeed that we must 
rid ourselves of the idea that any clear and 
definite test of “insanity” is either possible 
or desirable. We are seeking not psycho- 
logical precision, states the author, but the 
jury's judgment in the light of an adequate 
picture of his mental condition as to 
whether the defendant should justly be held 
responsible and so punishable. 

This book is worth the study of both the 
professions. The detailed discussion of 
problems encountered in applying each of 
the rules and the attempts now being made 
to utilize medical research in this field to 
resolve this ancient problem of the law can 
be of great value to the practitioner.—JupcE 
LUTHER ÅLVERSON, Atlanta 


PRINCIPLES OF PSYCHOLOGICAL 
EXAMINING; A SYSTEMATIC 
TEXTBOOK 

By Frederick C. Thorne, M.D., Ph.D. 


Brandon, Vt., Journal of Clinical Psychology, 1955. 
494 p. 


This book may be employed as a com- 
plementor and/or supplementor to the 
author’s previous work, Principles of Per- 
sonality Counseling. The present volume 
was a long time in the making and provides 
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a sound base of operation for the materials 
contained in the first book. 

Dr. Thorne, who is the well-known editor 
of the Journal of Clinical Psychology, hits 
the nail on the head in the opening remark 
in the preface: “The cornerstone of all 
clinical work is valid and reliable diag- 
nosis.” Clinical judgment can be subjected 
to a rigorous scientific test only if sound 
diagnostic methods are available. Especially 
is this true when we keep in mind that dif 
ferential diagnosis depends to a large extent 
on the clinician’s ability to locate and 
identify relevant variables pertaining to the 
behavior in question. Dr. Thorne stresses 
the meaning of this phenomenon by re 
minding us that while each person is dif 
ferent there is a “wholeness” about person- 
ality. Furthermore, not all factors involved 
in a psychological field at any given 
moment are easily revealed or exert equal 
etiological influence in behavior. 

The author does not permit us to forget 
that interpretation of objective tests can 
carry with it the seeds of the interpreter’s 
own frame of reference. The situation bè- 
comes more difficult when one realizes that 
interchanging psychological test reports be 
tween examiners and clinicians is often 
handicapped by these theoretical biases plus 
a host of semantic differences. 

This volume is very thought-provoking. 
Dr. Thorne’s contribution has come about 
as a result of much serious consideration 
about vital concepts in human behavior. 
Thus sentence after sentence strikes home 
with amazing clarity. Adaptive value 0 
habits, among other things, is indicated 4 
being of importance in carrying a person 
through trying situations that threaten pe 
sonality integration. The author empha 
sizes that even in retirement the perso? 
should be enabled to work at those avo 
tions which have been of most enjoyment 

This work is a most worth-while effort 


The material it covers is of immense value 
when we stop to realize the following: 
Behavior organization becomes more com- 
plex as the individual participates in situa- 
tions and is forced to select structures of 
reaction which may be contradictory in 
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meaning and in value. A carefully thought 
out volume such as Principles of Psycho- 
logical Examining forces us to sharpen our 
senses in knowing whereof we speak as 
clinicians and workers in mental health— 
ARTHUR LERNER, Los Angeles City College 
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Notes and Comments 


MRS. puPONT NAMED 
TO HEAD VOLUNTEERS 


At the invitation of the board of the 
National Association for Mental Health, 
Mrs. A. Felix duPont, Jr., of Wilmington, 
has accepted appointment as national direc- 
tor of volunteer services. 

In her new volunteer post she will spear- 
head the recruitment and development of 
volunteer leadership throughout the men- 
tal health movement and will guide state 
and local mental health associations in 
broadening their volunteer services to men- 
tal patients and their families and to the 
community. 

One of Mrs. duPont’s first activities will 
be to recruit experienced leaders—both 
men and women—for a new NAMH com- 
mittee on volunteers. As state mental 
health associations appoint their commit- 
tees on volunteers she will work with the 
state chairmen in developing sound stand- 
ards for the selection, training, placement, 
guidance and recognition of volunteers for 
many mental health assignments. 

Besides serving on mental health associa- 
tion boards and committees, mental health 
volunteers will be recruited to provide a 
variety of services for hospitalized mental 
patients, to help discharged patients resume 
their place in the community, to work with 
families of patients, serve as discussion 
leaders for educational programs, work in 
clinics and perform many functions in men- 
tal health association offices and informa- 
tion centers. 

Mrs. duPont's own service as a mental 
health volunteer has been varied. At pres- 
ent she has a regular assignment at Dela- 
ware State Hospital, where she serves in the 
music room and library. She is also a 
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board member of both NAMH and the 
Mental Health Association of Delaware, 
and vice-president for Region 1. In 1955 
she was national chairman for the Mental 
Health Campaign. In addition she has 
served as chairman of the NAMH nomi- 
nating committee, president of the state 
association and chairman of its nominating, | 
education and volunteer committees. i 
In her new assignment she will have the 
assistance of Miss Mary Mackin, who 
joined the NAMH staff last fall after long 
experience in organizing and developing 
local and national volunteer services. 


PROMOTION FOR DR. FELIX 


Dr. Robert H. Felix, director of the — 
National Institute of Mental Health, has 
been promoted to the rank of rear admiral, 
with the title of assistant surgeon general of 
the U. S. Public Health Service. 


SCHEDULE SET FOR 
ADVERTISING DRIVE 


The Advertising Council's nation-wide pub- 
lic information program on mental health, 
undertaken in cooperation with the Na- 
tional Association for Mental Health, will 3 
get underway in June. l 
It will consist of a year-round series of 
informative mental health messages reach- 
ing the public in the form of free advertise — 
ments by TV, radio, newspapers, outdoor 
billboards, transit cards and house maga- 
zines. Advertising contributed for the pro- 
gram by business firms and by the owners” 
and operators of advertising media will f 
reach an estimated value of approximately 
$6,000,000 a year for two successive years: 


_ 


— 


Each advertisement will draw attention 
to the importance of some aspect of mental 
health and offer the viewer or listener a free 
booklet. This booklet, prepared by NAMH 
and distributed by the Advertising Council, 
will: 


© Suggest ways of dealing with the tensions 
and anxieties of everyday life. 


© Suggest how to go about getting help for 
mental and emotional disorders that are 
deeper than ordinary, everyday tensions. 


® List publications offering additional in- 
formation on specific mental health prob- 
lems, 


© Refer the reader to his state mental 
health association for additional informa- 
tion and guidance. 


The mental health information program 
will share a huge pool of contributed time, 
Space and facilities in the various media 
with 17 other drives backed by the Ad 
Council, 

Most national TV and radio advertisers, 
Many regional advertisers and all major 
networks will cooperate in the information 
Program by broadcasting mental health 
Messages on an assigned schedule. For TV, 
the Advertising Council will provide a 
Variety of visual materials such as slides, 
films and projection cards. 

Mats of large display ads will be made 
available by the council to the advertising 
Managers of all daily and seyeral thousand 
Weekly newspapers throughout the country. 

he newspapers will either run these ads as 
a public service or ask local advertisers to 
Sponsor them. 

Twice a month the Ad Council also sup- 
Plies cooperating daily newspapers with a 
choice of two mats of small ads on one 
cause. Beginning in June this cooperative 
Plan will include mental health. 
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Editors of industrial house magazines will 
be supplied on request with both ads and 
editorial features. Posters will be dis- 
tributed to local outdoor advertising com- 
panies, and transit ad cards will be sent all 
over the nation for use in trains, trolley cars, 
buses and subways. 

The schedule follows: 


Newspapers 

Proof kits: June and October 

Cooperation plan publication dates: June 
25, August 6, October 1 and December 24 


House Magazines 
July-August issue 
November-December issue 


Car Cards 
June and December 


Posters (3-sheets) 
July and August 


Radio 

Radio kit: August 

Time allocations: July, September and 
November 


Television 
TV kits: July and November 
Time allocations: July 


The National Association for Mental 
Health will supply information on mental 
health, along with psychiatric guidance and 
counsel in adapting the information to 
various advertising formats. 

The Advertising Council is a non-profit 
business organization which serves the pub- 
lic interest by marshalling the forces of ad- 
vertising to help solve national problems. 
The public information program on mental 
health is the first undertaken by the council 
in behalf of a health cause. 


297 


TO VISIT HOSPITALS 


A private citizens’ group will periodically 
visit and inspect the 27 institutions of the 
New York state mental hospital system un- 
der a plan announced April 4 at the annual 
meeting of the New York State Society for 
Mental Health. 

Known as the New York State Citizens 
Advisory Group for State Mental Hospitals 
and Schools, it will work to increase public 
knowledge and understanding of the insti- 
tutions and the problems of mental dis- 
order. Existing legislation provides for 
this traditional citizens’ activity by com- 
ponents of the State Charities Aid Associa- 
tion, of which the mental health society is 
a part. 

Teams of visitors will call at the institu- 
tions to observe physical facilities, services 
being rendered to the patients, and hospital- 
community relations. They will periodi- 
cally report their observations to the direc- 
tors of the state mental health society, and 
the information will be transmitted to the 
institutions and to the State Department of 
Mental Hygiene. 

The group will consist of both profes- 
sional workers and laymen, with the latter 
predominating. It will be a standing com- 
mittee of the mental health society and will 
be expanded as needed. ‘The program is 
being financed initially by special founda- 
tion grants and will eventually get its 
support from the annual public campaigns 
for funds for mental health. 


GRANTS FOR SEMINARS 


The Joint Commission on Mental Illness 
and Health is awarding 15 small grants 
this year to encourage seminars on topics 
bearing on mental illness or health. Up to 
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$750 to cover secretarial expenses, the 
preparation of bibliographies, publication 
costs or related expenses will be allocated 
through universities to individuals in de- 
partments of anthropology, psychiatry, psy- 
chology, social work and sociology and to 
interdisciplinary groups. 

The commission is giving preference to 
seminars most likely to produce publishable 
reviews of the literature on some significant 
problem in the field or to those reviewing 
the literature to identify gaps in knowledge 
or to define promising new leads. 

Applications giving pertinent informa- 
tion about the purposes, personnel and 
budgetary needs of such seminars should be 
addressed to the JCMIH, 808 Memorial 
Drive, Cambridge 39, Mass. 


NAMH HONORS NINE 


The National Association for Mental 
Health has elected the following honorary 
members: 

Frank Bane, executive director, Council 
of State Governments; Dr. Robert H. Felix, 
director, National Institute of Mental 
Health; Dr. Frank Fremont-Smith, medical 
director, Josiah Macy, Jr., Foundation; 
Walter D. Fuller, chairman of the board, 
Curtis Publishing Company; Dr. Ira vV. 
Hiscock, chairman of the department of 
public health, Yale University School of 
Medicine; Dr. William C. Menninger, ge? 
eral secretary, Menninger Foundation; Dr. | 
Arthur H. Ruggles, formerly superin- | 
tendent, Butler Hospital, Providence, R. 15 7 
Dr. Benjamin M. Spock, professor of child 
development, University of Pittsburgh 
School of Medicine, and Dr. M. A 
Tarumianz, superintendent and director, 
Delaware State Hospital. 


3 


STUDY CONDEMNED MEN 


Governor Averell Harriman has enlarged 
the New York Prison Commission from 5 
members to 9 to make possible more 
thorough psychiatric studies of prisoners 
condemned to death for murder. ‘The com- 
mission reports to the Governor on the 
sanity of condemned slayers appealing for 
clemency. 

MENTAL HycIENE readers will recall the 
historic decision of the U. S. Court of Ap- 


~ peals for the District of Columbia, handed 


down July 1, 1954, regarding the relation 
between mental illness and responsibility 
for criminal acts. MENTAL Hyciene pub- 
lished the Durham decision, praised by 
psychiatrists and jurists alike, in the April 
1956 issue, along with a commentary by Dr. 
Julius Schreiber of Washington, D. C. 


RESEARCH 


The Ford Foundation announced March 2 
that $14,153,399 of the $602,000,000 it dis- 
bursed last year went to programs in mental 
health research and other activities in the 
behavioral sciences. 

Of this sum, $6,826,850 went to 21 mental 
health research centers in the United States 
for use over a 5-year period. A grant of 
$3,682,000 went to the Foundations’ Fund 
for Research in Psychiatry, New Haven, to 
develop a training program which includes 


| fellowships, additions to research staffs and 


the establishment of senior research profes- 
Sorships. A grant of $210,000 also went to 
the Mental Health Research Fund of 
London for research and research training 
in the United Kingdom. 

The grants cover a wide range of insti- 
tutions, including medical schools, hos- 
Pitals, research institutes, universities and a 
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technological institute. Among the disci- 
plines represented in research projects ap- 
proved so far are anatomy, physiology, 
pharmacology, neurochemistry, psychiatry 
and psychology. 

The Youth Board Research Institute of 
New York received $105,000 for applied re- 
search in juvenile delinquency. The insti- 
tute is working on a 7-year study of methods 
of early identification and treatment of 
potential delinquents based on measure- 
ments devised by Drs. Sheldon and Eleanor 
Glueck of the Harvard Law School whose 
work also has received assistance from the 
Ford Foundation. 

An additional $3,200,000 was committed 
for other projects in the behavior sciences. 
Support of research in international com- 
munication at the Center for International 
Studies, Massachusetts Institute of Tech- 
nology, and the program at the Center 
for Advanced Study in the Behavioral 
Sciences was continued. Grants for long- 
term basic research projects in anthro- 
pology, psychology and sociology, as well as 
a program of research grants-in-aid to 63 
individual behavioral scientists also were 
approved. 


The possibility that the life potential of the 
central nervous system is considerably 
greater than the average life span in 
America today highlighted a recent con- 
ference of 30 leading researchers in the field 
of neurological and sensory disorders. Dr. 
Edmund V. Cowdry, research professor of 
anatomy at Washington University, St. 
Louis, was honorary chairman for the meet- 
ing, held in January at the National Insti- 
tutes of Health. 

Discussions underscored the hope that the 
aging process might eventually be suscep- 
tible to some measure of control or guidance 
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by scientific means, “The fact that people 
age at varying rates in the physiological 
sense,” Dr. Cowdry said, “is of particular 
relevance in this connection.” 

Conferees termed the meeting “a pioneer- 
ing venture which has opened the way to a 
coordinated attack against the problems 
posed by the process of aging in the nervous 
system.” 

Some noted that recent animal studies 
demonstrate there is no significant loss of 
nerve cells as a result of aging. This may 
indicate, they said, that the central nervous 
system is capable of life well in excess of the 
present life span. 

The conference heard the results of a 
series of experiments, involving both man 

and animals, designed to probe the relation- 
ship between age and neural responses. The 
experiments made it possible to test reac- 
tions to a number of different types of 
stimuli. The evidence was conclusive that 
aging of the nervous system is marked by 
slowing in the speed of integration of be- 
havior such as is seen in skilled acts. This 
change in speed of response seems to be one 
of the most fruitful points on which to focus 
further research. 

In discussing the relationship between 
aging in the nervous system and the cerebral 
vascular system, some conferees felt changes 
in the blood circulation system of the brain 
(such as arteriosclerosis) did not unduly in- 
fluence the aging process in the nervous 
system. There was general agreement that 
vascular changes were not the only factors 
bearing on aging in the nervous system. 

A detailed scientific report of conference 
proceedings will be issued later this year. 


. * * 
Psychiatrists of 18 countries have agreed to 
cooperate on transcultural studies being 
put into operation by McGill University’s 
department of psychiatry. 
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The first project, initiated last year at 
Lima, Peru, deals with the relative signifi- 
cance of psychological, socio-cultural and 
physiological factors in the etiology of 
psychosomatic disorders arising from the 
movement of Highland Indians to coastal 
cities. Co-sponsors are McGill’s depart- 
ments of psychiatry and of sociology and 
anthropology in association with the de 
partment of psychiatry of the Hospital 
Obrero in Lima. 

A second project is publication of a news- 
letter containing information on trans- 
cultural studies derived from psychiatrists 
in many countries. Dr. E. D. Wittkower of 
Allan Memorial Institute, Montreal, is in 
charge. 

* * * 


Preventive mental health measures among 
pre-school children are proving practical at 
the New York School for Nursery Years, 
which is conducting a 3-year study of case 
work services in a nursery setting, under a 
grant from the Field Foundation. 

One out of four typical pre-school chil- 


dren has some mild behavior difficulty that } 


needs attention to prevent future problems, 
the school has found. In the “overwhelm 
ing majority” of instances a trained casê — 
worker can help clear up the difficulty either — 
through guidance to parents and teachers 
or through direct work with the child. } 

The project, developed jointly by the 
New York School for Nursery Years and the — 
New York School of Social Work, is the first 
fully integrated collaboration in this coun — 
try between a nursery school and a school 
of social work. 

Behavior patterns of children 2 to 5 years 
old often differ at home and at school, a 
cording to the study. “Certain children — 
who were problems to their parents because x 
of their food habits exhibited no difficulties 
while eating lunch at school and actually — 


seemed to enjoy the same foods they re- 
jected at home. Others observed to be very 
aggressive in the class were reported by 
their parents as well-mannered, quiet and 
showing no signs of aggression at home.” 
The study has shown that in a nursery 
school a new way of functioning has de- 
veloped for the case worker. A large part 
of her work is in the classrooms, getting to 
know the children and working closely with 


teachers. 
* * * 


A Center for Aging Research has been set 
up in the National Institutes of Health with 
Dr. G. Halsey Hunt as director. Part of 
the U. S. Public Health Service's effort to 
coordinate and accelerate all its activities 
in the field of aging, the center will aid uni- 
versities, medical schools and other research 
organizations in establishing comprehensive 
research centers on aging, to be supported 
in part by research grants from the NIH. 

In addition, the Ford Foundation has 
granted $500,000 to the National Social 
Welfare Assembly's committee on the aging. 
The committee, formed five years ago, will 
use the grant to conduct a consultation serv- 
ice for state commissions and community 
&roups interested in the problems of the 
aged. 

It is predicted that by 1975 there will be 
More than 20,000,000 people 65 and over as 
compared with about 3,000,000 in 1900 and 
12,000,000 in 1950. 


The National Association for Mental 
Health is the first citizens’ voluntary health 
group to join with Congress and the 
National Institute of Mental Health in sub- 
Sidizing the 3-year mental health study be- 
ing made by the Joint Commission on Men- 
tal Illness and Health. 

Dr. Harold W. Elley of Wilmington, 
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NAMH board chairman, transmitted a 
$5,000 check to Dr. Kenneth E. Appel of 
Philadelphia, Joint Commission president. 
Dr. Elley said NAMH was taking this means 
of expressing its “great enthusiasm for the 
way the Joint Commission on Mental Illness 
and Health is attacking the problem.” 

The commission, made up of representa- 
tives from 27 national agencies concerned 
with some aspect of mental health, is a non- 
governmental agency operating under con- 
gressional authorization and annual grants 
from NIMH. It is now in the second year 
of its multi-faceted analysis and evaluation 
of the nation’s resources for fighting mental 
illness and promoting mental health. The 
staff, with headquarters in Cambridge, 
Mass., has 10 study projects well under way. 
The commission hopes to add more proj- 
ects in 1957 if further support becomes 


available. 
WIE wee | 


Grants for special mental health projects 
have become available under a 1956 amend- 
ment to the U. S. Public Health Service Act. 

According to the National Institute of 
Mental Health, which is administering the 
grants, the projects may involve: 


© Developing improved methods of care, 
treatment and rehabilitation, 


e Testing the applicability of methods in 
a hospital or community. 


© Demonstrating the feasibility of new 
methods. 


è Developing and establishing improved 
administrative techniques and practices. 


Grants may be made to state or local agen- 
cies, both public and private, institutions, 
laboratories and individuals for investiga- 
tions, experiments, demonstrations, studies 
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and research projects affecting the mentally 
ill or mentally retarded of any age group. 
Projects should be so designed that they 
may be reported for the benefit of others. 

Special application forms are available 
from the NIMH, Bethesda 14, Md. 


TRAINING 


Closed-circuit television will link 3,000 
physicians in five states May 6 for a seminar 
on “The Physician and Emotional Dis- 
turbance.” Simultaneously they will see 
psychiatric cases selected to demonstrate 
the most commonly encountered emotional 
conditions, such as depression and anxiety. 

The hour-long program will connect doc- 
tors in North Carolina, Louisiana, Okla- 
homa, Kansas and Florida with a panel of 
psychiatrists and general practitioners in 
Chicago. Moderators in Asheville, New 
Orleans, Tulsa, Wichita and Hollywood, 
Fla., will be in direct communication with 
the panel so that questions from the 
audience can be answered by 2-way audio 
hookup. 

The “videclinic” will be presented by the 
American Medical Association's council on 
mental health and the five state medical 
societies in cooperation with Smith, Kline & 
French Laboratories, Philadelphia pharma- 
ceutical firm, 

“The importance of recognition by the 
physician in general practice of emotional 
conditions, and the prompt initiation of 
treatment, cannot be over-estimated,” the 
AMA council on mental health pointed out. 
“His ability to diagnose latent mental ill- 
ness and ameliorate common emotional 
disturbances can be significant in reducing 
the incidence of mental disease in this 
country. We feel that postgraduate in- 
struction in this important problem can 
benefit physicians in all fields of medicine.” 

Participants in the “videclinic” will in- 
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clude Dr. Andrew S. Tomb of Victoria, 
Tex., chairman of the American Academy 
of General Practice liaison committee with 
the American Psychiatric Association; Dr. 
C. H. Hardin Branch of Salt Lake City, 
head of the department of psychiatry at the 
University of Utah; Dr. E. Irving Baum- 
gartner of Oakland, Md., secretary of the 
AMA section on general practice; Dr. Leo 
H. Bartemeier of Baltimore, chairman of 
the AMA council on mental health, and 
Dr. C. Knight Aldrich, head of the depart- 
ment of psychiatry at the University of 
Chicago. 


Specialized training in child psychiatry is 
available in a number of member clinics of 
the American Association of Psychiatric 
Clinics for Children which have received 
approval as training centers. 

Training begins at the $rd-year post 
graduate level with minimum prerequisites 
of graduation from an approved medical 
school, an approved general or rotating 
internship and a 2year residency im 
psychiatry. 

This training is in preparation for 
specialization in child psychiatry, especially 
for positions in community clinics devoted 
wholly or in part to the out-patient treat 
ment of children with psychiatric problems 
At the completion of training, attractive 
openings are available in all parts of the 
country. Fellows receive instruction a 
therapeutic techniques with children m 
out-patient settings utilizing the integrat 
services of the psychiatric clinic team. Most 
of the clinics have a 2-year training per! 
although a few will consider giving onè 
year of training in special cases. : 

Fellowship stipends are usually in lin’ 
with U, S. Public Health Service stand 
—approximately $3,600 and $4,000 depend: 


upon whether or not the candidate has 
finished two years or three of general psy- 
chiatry before entering the children’s pro- 
gram. Stipends come mainly from the 
Public Health Service but sometimes from 
State departments of mental health and 
individual clinics or occasionally from com- 
munities at the end of the training. Some 
fellows may supplement the stipends by 
ing on other responsibilities locally (for 
example, part-time work with the Veterans 
Administration, consultation to social agen- 
cies and the like). A limited number of 
raining centers offer higher stipends. 

The American Association of Psychiatric 
Clinics for Children acts as a clearing house 
applicants but in all cases acceptance 
training is by the individual training 
ters. Further information may be ob- 
ined from Miss Sylvia Lurie, administra- 
ve assistant, AAPCC, Room 1300, 10 
Columbus Circle, New York 19. 


+ * + 


Catholic University of America will sponsor 
A workshop on the teaching of psychiatric- 


aid nurse educators, clinical instructors, 
d nurses and supervisors of general 
sing as well as psychiatric and public 
th nurses engaged in educational or 
vice programs in psychiatry and mental 
th 


_ Fordham University’s school of education 
will hold its 3rd annual guidance institute 
July 8-19. The topic: testing and coun- 
Seling in schools. 


Telecommunication is saving both money 
time by extending psychiatric training 
the Nebraska Psychiatric Institute to 
affiliated mental hospitals. The sound 
ork joins hospitals in four states— 
ebraska, Iowa, North Dakota and South 
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Dakota—which are pooling their efforts to 
expand mental health education, training 
and research. 

So far the network has carried the insti- 
tute’s weekly visiting lecturer series to three 
mental hospitals in Nebraska, one in each 
of the other three states. On signal from 
the lecturer, each participating hospital 
cues in visual aids such as slides, flannel 
board displays, flip charts and enlarged 
photographs. 

The hookup also allows for consultation 
between doctors at the various hospitals and 
specialists at the University of Nebraska 
College of Medicine, as well as for partici- 
pation by state hospital psychiatrists in the 
institute's teaching conferences on indi- 
vidual cases. In preparation for each con- 
ference the institute distributes to the hos- 
pitals a mimeographed summary of the case 
and a 3-minute sound film of the patient. 

This fall the institute will use the tele- 
communication system to extend its courses 
for general practitioners, social workers, 
clergymen and other groups in contact with 
mental patients. 

Though the circuit linking the 7 institu- 
tions is almost 1,300 miles long, savings in 
travel cost and faculty time more than 
offset the fees charged by the Northwestern 
Bell Telephone Company for the equip- 
ment and its by-the-hour use. 


WORLD MENTAL HEALTH 


Alcoholism is a growing problem through- 
out the world and a major mental health 
issue, a World Health Organization official 
reported recently. 

Interviewed over WNYC by a panel of 
foreign correspondents representing leading 
papers abroad, Ronald Morse, WHO pub- 
lic information officer, said studies made by 
WHO show alcoholism is a growing prob- 
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lem “not only in those countries where 
there is a shortage of food.” 

Emphasizing that WHO is “very much 
concerned” with all branches of mental 
health, Mr. Morse decried the lack of 
skilled medical personnel in all countries, 
including the United States. 

“It is WHO's wish that every country 
have an adequate number of mental health 
practitioners and specialists,” he said, point- 
ing out that the international health or- 
ganization has set up an expert committee 
on mental health, sent consultants to vari- 
ous countries and made surveys. “Certain 
fortunate countries have been able to do a 
great deal about diagnosis and treatment 
of mental illness,” Mr. Morse said, “but 
other’s haven't had the trained personnel.” 

He emphasized that WHO would like to 
see mental health as a normal part of public 
health practice in every country. 


* * * 


England's National Association for Mental 
Health has established a memorial fund in 
honor of Dame Evelyn Fox, who died in 
1955. It is said that her foresight and 
vision did more to influence public opinion 
and the early growth of the mental health 
services in her country than the work of any 
other single individual. One of the first to 
realize that the needs of the mentally dis- 
abled could often be met by community 
care, she was instrumental in initiating and 
promoting sheltered workshops for the 
mentally defective and programs for home 
teaching and boarding-home care. She was 
also an advocate of child guidance and of 
psychiatric social work. During World War 
II she initiated an after-care program for 
ex-service psychiatric casualties (later em- 
bodied in the National Health Service Act) 
and proposed agricultural hostels for men- 
tally handicapped men, enabling them to 
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make on outstanding contribution to Eng- 
land's war effort. The National Association 
for Mental Health was the ultimate out- 
come of her life work. 


* * * 


A modern Dr, Pinel is helping Jordan build 
its first mental health services. He is Dr, 
A. R. M. Labban, mental health consultant 
for the World Health Organization. In the 
last three years he has turned the old asylum ~ 
of Bethlehem into a modern psychiatric 
hospital, struck chains and shackles from the 
patients, opened heavy, padlocked doors. 
Jordan has about 250 of the 800 mental 
hospital beds needed for its million and a 
half people, according to WHO, “Economic 
development has brought many of the 
scattered people of the desert from the quiet — 
of the great spaces to the noise of machinery, 
and from small tribal groups to crowded 
towns,” Jean V. Manevy, WHO public in- 
formation officer, points out. The task of 
the new mental health service: to train 
mental health specialists, see that sick 
people get modern treatment, and help the 
government write sound mental health laws. — 


* * * 


The Ontario government's decision to in- 
clude the mentally ill in its new hospital 
care insurance plan could be a long step 
toward finding a solution to Canada’s most 
pressing health problem, according to the — 
Canadian Mental Health Association. 

“It will enable new advancements in - 
treatment to be undertaken,” J. S. D. Tory 
CMHA president, pointed out. “It en- 
visages general improvement of mental hos- | 
pital services and promises that new ap- 
proaches to the whole mental health 
problem will be’initiated wherever better- 
ment can be made.” l 

“During the past 25 years,” said Mt 


Tory, “there has been a gradual disappear- 
ance of the idea that a patient can some- 
how be divided into a body and a mind, 
with patients suffering from disorders of the 
body being treated in general hospitals and 
those suffering from disorders in the mind 
in mental hospitals. Today more than 20 
of the larger general hospitals have estab- 
lished special psychiatric units, and many 
have diagnostic and outpatient departments 


- for dealing with psychiatric patients. 


“Modern medicine recognizes that men- 
tal illness is like any other illness; it has 
Causes, it runs a course, it is susceptible 
to treatment. Our new law recognizes 
these facts,” said Mr. Tory. “This legisla- 
tion will give a tremendous impetus to the 
drive for a research program that will do 
for the mentally ill what Salk did for victims 
of polio. The need is even greater, for un- 
less we find a solution to the problem of 
mental illness one in every 12 of our chil- 
dren will spend some time in a mental in- 
stitution during his lifetime.” 


MEETINGS 


Gov. George M. Leader of Pennsylvania 
will be the keynote speaker for the 84th 
annual forum of the National Conference 
on Social Welfare May 19-24 in Phila- 
delphia. He will speak on the forum’s 
theme, “Expanding Frontiers in Social 
Welfare.” 

Since its inception in 1874 as the Con- 
ference of State Boards of Public Charities, 
the organization has aimed at providing a 
dynamic educational forum for the critical 
€xamination of basic social welfare issues. 
As its sphere of influence broadened the 
group changed its name—in 1879 to the 
National Conference of Charities and Cor- 
rection, in 1917 to the National Conference 
of Social Work and last July 1 to the 
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National Conference on Social Welfare, 
considered by most members more accu- 
rately descriptive of its aims. 


The American Psychiatric Association will 
hold its 113th annual meeting May 13-17 
in Chicago. About 4,000 psychiatrists and 
guests are expected. 

APA's president, Dr. Francis J. Brace- 
land, psychiatrist-in-chief for the Institute 
of Living, Hartford, will call the meeting to 
order and deliver the presidential address. 
Monday morning, May 13. Beginning that 
afternoon and continuing through Friday, 
May 17, over 130 scientific papers will be 
presented reviewing recent developments in 
psychiatry. Many scientific exhibits, films, 
symposia and other special features are 
scheduled. 

The public is invited to attend the sci- 
entific sessions. A $5.00 fee covers admis- 
sion for the week. 

APA, oldest national medical association 
in the United States, was founded in 1844 
by 13 mental hospital superintendents. i It. 
now has nearly 9,400 members comprising 
the bulk of psychiatrists in the U. S. and 
Canada. Besides President Braceland, other 
officers are Dr. Harry C. Solomon, professor 
of psychiatry, Harvard Medical School, 
president-elect; Dr. William Malamud, pro- 
fessor of psychiatry, Boston University 
School of Medicine, secretary; Dr. Jack R. 
Ewalt, commissioner of mental health for 
Massachusetts, treasurer. 


+ * * 


The annual meeting of the American So- 
ciety of Group Psychotherapy and Psycho- 
drama will take place May 17-18 in Chicago 
in collaboration with the organization’s 
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New York, Michigan and Illinois chapters. 
Day-long sessions will feature workshops 
and seminars. Dr. Jules H. Masserman, 
professor of neurology and psychiatry at 
Northwestern University, will deliver the 
presidential address. 


Leading psychiatrists from all parts of the 
world will meet in Zurich September 1-7 
for the Second International Congress for 
Psychiatry. 

Papers will bear on the present status of 
knowledge about the schizophrenias and 
will cover basic concepts, treatment, psycho- 
pathology, schizophrenia in children, re- 
search, social questions connected with the 
care and treatment of schizophrenia victims 
and comparative observations among dif- 
ferent countries and races. Dr. William 
Malamud, professor of psychiatry at Boston 
University School of Medicine, will report 
on the 22-project schizophrenia research 
program directed by the Supreme Council, 
33rd Degree Scottish Rite Freemasonry, 
Northern Masonic Jurisdiction, through the 
National Association for Mental Health. 

The Second International Congress of 
Group Psychotherapy will meet August 
29-31, also in Zurich. Dr. J. L. Moreno, of 
New York City, is president and Dr. W. J. 
Warner, Mamaroneck, N. Y., is chairman 
of the American committee. 


“Treatment of the Alcoholic” is the theme 
of a symposium for physicians scheduled 
for May 23-24 at the University of Minne- 
sota, under the co-sponsorship of the uni- 
versity and the Minnesota Department of 
Health. Featured speakers will include Dr. 
Lorant Forizs, medical director of Florida’s 
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alcoholic rehabilitation program, who will 
lecture on motivating the alcoholic patient 
and the treatment of alcoholics in groups. 

Dr, R. Gordon Bell, director of the Bell 
Clinic, Willowdale, Ontario, will discuss 
the nature of alcoholism and the use of 
drugs in the follow-up treatment of the 
alcoholic. Dr. Vernelle Fox, medical direc- 
tor of the Georgian Clinic, Atlanta, will 
speak on the use of the ataractic drugs in 
the treatment of alcoholism. Other speak- 
ers will include Dr. Nelson J. Bradley, 
superintendent, and Dr. Lloyd Smith, 
physician, of the Willmar (Minn.) State 
Hospital, and Dr. K. W. Douglas, superin- 
tendent of the Sandstone (Minn.) State 
Hospital. 

The conference is open to all physicians 
but limited attendance will provide ample 
opportunity for group discussion. Further 
information is available from the Center 
for Continuation Study, University of 
Minnesota, Minneapolis 14, Minn. 


An institute on correctional psychiatry and 
group counseling will be co-sponsored by 
the New York State Departments of Mental 
Hygiene and Correction at Hudson River 
State Hospital, Poughkeepsie, May 20-24. 

The institute, the first of its kind in the 
state, will investigate such subjects as the 
theories of criminal responsibility, preser- 
vation of inmates’ confidence, the function 
of special examinations, correct use of ob- 
servation and the role of psychiatric diag- 
nosis in modern correctional study and 
rehabilitation. 

The principal speakers will be Dr. Win- 
fred Overholser, superintendent of St 
Elizabeths Hospital, Washington, D. C; 
Dr. Manfred Guttmacher, chief medical 


officer for the Supreme Bench of Baltimore, 
Md., and Dr. Henry A. Davidson, assistant 
superintendent of Essex County Hospital, 
Cedar Grove, N. J. A unique feature of the 
program will be a discussion and demon- 
stration of group counseling methods in a 
prison setting by Norman Fenton, deputy 
director of classification and treatment for 
the California Department of Correction. 

The institute will be attended by mental 
hygiene department psychiatrists and clin- 
ical psychologists assigned to correctional 
institutions and by administrative, educa- 
tion, vocational, counseling and guidance 
personnel assigned to the institutions by the 
Department of Correction. At present, 24 
psychiatrists and 19 psychologists are at- 
tached to the correctional institutions. Full- 
time psychiatric services are available at 
Sing Sing, Attica, Clinton and Auburn 
prisons, Elmira Reception Center and 
Napanoch Institution for Defective Delin- 
quents. 

* * * 


The newly elected U. S. committee of the 
International Conference of Social Work 
has reported initiating full-scale plans for 
U. S. participation in the Ninth Interna- 
tional Conference of Social Work in Tokyo 
November 30-December 6, 1958. 

“Mobilizing Resources for Social Needs” 
will be the theme of the conference. More 
than 2,500 representatives of 55 nations at- 
tended the Eighth International Conference 
last year in Munich. 

“Our preparations for the Tokyo meet- 
ing include administrative and organiza- 
tional arrangements and extensive pre- 
conference study and discussion of issues 
related to the conference theme,” said Mel- 
vin Glasser of New York City, U. S. com- 
mittee chairman. “In the next year the 
U. S. committee will develop reports, an 
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exhibit and discussion programs dealing 
with social needs, personal needs, shifts in 
emphasis created by growth and change in 
population, available resources, and the 
problem of priorities.” 


+ * * 


Almost 600 community leaders from all over 
Pennsylvania have unanimously endorsed a 
10-year plan for mental health and an in- 
creased mental health budget now before 
the state legislature. Meeting in Harris- 
burg March 11, they also strongly supported 
civil service status for professional and 
technical health and welfare workers. 

Pennsylvania’s long-range plan grew out 
of over 25 community studies sparked by 
mental health associations and other groups, 
plus recommendations by the American Psy- 
chiatric Association and Dr. Robert A. Mat- 
thews, state commissioner of mental health. 
In execution, the plan will shift the focus 
of the state mental health program from the 
mental hospital as the chief resource for the 
care of the mentally ill to community- 
centered early treatment and prevention. 

Governor Leader said he saw in the plan 
“a mandate as unmistakable as a referen- 
dum.” He proposed that community lead- 
ers and state officials meet together yearly to 
plan increasingly fruitful cooperation on 
behalf of the mentally ill. 


* * * 


Thirty-one of the world’s leading research 
authorities on epilepsy met March 22-23 at 
the National Institutes of Health in Beth- 
esda, Md., for the Second International Col- 
loquium on Temporal Lobe Epilepsy. 
This second colloquium—the first was 
held in Marseilles in November 1954—was 
sponsored by the National Institute of Neu- 
rological Diseases and Blindness, the 
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National Advisory Neurological Diseases 
and Blindness Council, and the Interna- 
tional League Against Epilepsy. Conferees 
from the United States were joined by 
representatives from Canada, France, Eng- 
land, the Netherlands and Italy, as well as 
several hundred medical researchers in the 
epilepsy and related fields who attended as 
guests. 

More than 20 scientific papers were pre- 
sented on such subjects as the pathological 
aspects of epilepsy, new concepts bearing 
on the neurophysiology and electroenceph- 
alographic aspects of temporal lobe epi- 
lepsy, anatomical findings based upon tem- 
poral lobe surgery, and clinical aftermaths 
of temporal lobe epilepsy. 

There are an estimated 1,500,000 Ameri- 
cans with epilepsy. Estimates as to how 
many of these have psychomotor or tem- 
poral lobe epilepsy run as high as 40% but 
no precise figures are available. 


* * * 


The role of health workers in all fields in 
fostering better mental health among those 
they serve was the topic for the 1957 Na- 
tional Health Forum in Cincinnati March 
20-22. Over 400 national, state and local 
health leaders attended. 

Major speakers—notably Dr. David B. 
Allman, president-elect of the American 
Medical Association, and Basil O'Connor, 
incoming president of the National Health 
Council—emphasized the importance of 
voluntary collaboration between laymen 
and the professions to solve the problem of 
mental illness. 

In a concrete suggestion for immediate 
action throughout the nation, Dr. Jack R. 
Ewalt, director of the Joint Commission on 
Mental Illness and Health, proposed that 
individual communities conduct simultane- 
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ous mental health studies supplementing 
those being carried on by the commission. 
To assure the compilation of comparable 
information, he recommended their using 
a basic blueprint and professionally trained 
personnel. The commission, he said, will 
without charge help local community lead- 
ers design the study and recruit competent 
workers to carry it out. 

Dr. Ewalt said the blueprint might en- 
compass four major points: 


@ Nature and extent of the community's 
mental health problem, taking into account 
not only those receiving psychiatric treat- 
ment in hospitals, clinics or doctors’ offices 
but also the juvenile delinquent, the al- 
coholic, the improvident and otherwise 
maladjusted, 


@ The community’s agencies as resources for 
helping these people (and the adequacy of 
the agencies’ funds and personnel). 


@ The community's resources and activities — 
for promoting mental health and prevent 
ing mental disease—not only health agencies 
but those building character and the ability 
to withstand life’s inevitable stresses. 


© Effectiveness of all these resources and the 
relation this bears to the socio-economic and 
cultural features of the community they — 
serve. 

An important final procedure, Dr. Ewalt 
said, would be recommending next steps: — 
based on the information turned up by the 
study, and formulating long-range goals for 
the community to work toward. 

He estimated a l-year study would cost 
smaller communities up to $60,000. Though 
the estimate sounds formidable, he said, it 
is small compared to the staggering year iN, 
year out cost of mental illness. 

Commenting on Dr. Ewalts proposal, 
Philip E. Ryan, executive director of the 
National Health Council, noted that foun 
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dations which must spend their funds lo- 
cally are a possible source of grants for 
“competently designed and professionally 
directed” community mental health studies. 

The forum program listed over 100 par- 
ticipants. Other speakers stressed various 
aspects of the mental health situation in 
America today. 

In the keynote address Dr. Francis J. 
Braceland, president of the American Psy- 
chiatric Association, pointed to the key 
role played by mental health associations 
in community campaigns for better mental 
health facilities and services and in the dis- 
tribution of mental health information. 
Dr. Winfred Overholser, superintendent of 
St. Elizabeths Hospital, Washington, D. C., 
also stressed that the work of the mental 
health associations in stimulating the 
greater activity of the public agencies and 
in educating the public is “worthy of the 
highest commendations.” 

Several speakers noted that mental health 
is more than the absence of mental illness. 
As Dr. Margaret Mead, president of the 
World Federation of Mental Health, put 
it; “Mental health is a gloriously ambiguous 
term because it expresses a hope, not a 
state,” The Rev. George C. Anderson, di- 
rector of the National Academy of Religion 
and Mental Health, agreed that mental 
health is a “moving target” and Dr. Fill- 
More H. Sanford, associate director of the 
Joint Commission on Mental Illness and 
Health, said: “It may be useful to conceive 
of mental health as a social movement as 
vast and as significant, perhaps, as the Ren- 
aissance or the Industrial Revolution.” 

Dr. Harold D. Lasswell, Yale University 
Professor of law and political science, de- 
lared, “We may not be crazier than ever 
but it is crazier than ever to tolerate crazi- 
ness.” Mental disease co-existing with sci- 
ence and technology means, he said, “acci- 
dent-prone drivers in chariots of destruc- 
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tion,” home accidents traceable to nervous 
housewives, and a dent in national security 
as mental illness drains off much-needed 
skills. Dr. Paul V. Lemkau, director of the 
New York City Community Mental Health 
Board, asserted community leaders do not 
yet realize that mental illness is not a single 
disease with a single cause, a single cure and 
a single means of prevention and conse- 
quently do not yet realize it is a bigger and 
tougher problem than many physical dis- 
eases. 

Dr. George S. Stevenson, national and in- 
ternational consultant to the National Asso- 
ciation for Mental Health, stressed factors 
inhibiting the convalescing patient’s success- 
ful return to community life. He cited the 
isolation of many hospitals, which makes 
community and family contact difficult; in- 
adequacy of hospital social service staffs; 
variance in family customs and values as to 
obligations toward one’s relatives; the 
stigma attached to mental illness, “which 
we protest against with our right hand and. 
perpetuate with our left”; general deficiency 
of clinical, vocational and social rehabilita- 
tion. The convalescent’s return to the com- 
munity would be aided if hospital and 
community services could be “so unified 
and blended as to largely lose their distinc- 
tion in the minds of the staff, the patient 
and the community,” in the opinion of Dr. 
Robert C. Hunt, assistant commissioner of 
the New York State Department of Mental 
Hygiene. 

Several speakers emphasized that mental 
health is the proper concern of every aspect 
of community life. 

Dr. Jules Henry, professor of anthropol- 
ogy at Washington University, proposed 
that “beginning at puberty our citizens be- 
gin to receive instruction in handling of 
each other's problems.” Calling emotional 
suffering “a family epidemic,” he said, 
“School children have been taught physical 
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hygiene; they can be taught to understand 
themselves and one another, which is men- 
tal hygiene, so that when they have families 
they will know what to do.” Another 
speaker, Dr. Dana L. Farnsworth, held that 
mental health cannot be furthered in our 
schools if it is considered something apart 
from ordinary living. “It is the quality of 
learning, of teaching, of the sharing of ex- 
periences designed to further optimum 
growth,” he said. “It must be in the think- 
ing of all teachers and eventually all pu- 
pils.” Dr. Farnsworth is director of Harvard 
University health services and professor of 
hygiene. 

Harold P. Halpert, chief of publications 
and reports for the National Institute of 
Mental Health, pointed out that one of the 
basic difficulties in presenting mental health 
information is to present it in such a way 
that it changes attitudes and behavior. It 
is relatively simple, he said, to increase the 
average person’s store of factual knowledge 
about mental health and mental illness but 
much less simple to increase his ability to 
apply his general concepts to himself and 
to others around him. 

Summing up, Mr. Ryan told forum par- 
ticipants: “It is too early to have the kind 
of detached overview of what this forum 
means and may mean in progress toward 
better mental health. So much has been 
said that is significant and stimulating that 
it will take time and a less hectic atmos- 
phere to develop the guidelines which may 
come from the forum. 

“But looking back over the two days, 
these things stand out: 


“1. Action must be community-centered 
and involve local professional and lay 
leadership. 


“9. All health leaders, whether in govern- 
mental agencies, voluntary organizations, 
professional associations or private practice, 
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have opportunities and responsibilities to 
work individually and together for better 
mental health. 


“3, Patterns are becoming clear for the 
modification of professional training of 
health workers, in-service training, and 
career development and recruitment. 


“4, There is no doubt as to the interde- 
pendence of all phases of community, na- 
tional and world life in building better 
mental health.” 


PUBLICATIONS 


As an aid to states in reviewing their mental 
health programs, the Interstate Clearing 
House on Mental Health has compiled 24 
tables of figures on the finances, personnel 
and patients of public mental hospitals in 
the 48 states. 

The report contains 5 tables on expendi- 
tures, 5 on patients, 5 on personnel and 9 
on admissions and discharges. Some of the 
findings: 


è Daily per capita maintenance expendi- 
tures are highest in Connecticut ($4.74); 
Kansas ($4.60), New Mexico ($4.35), Michi- 
gan ($4.33) and Delaware ($4.08), lowest in 
Tennessee ($1.84) and West Virginia ($1.90), 
with New York ($3.44), Wisconsin ($3.40) 
and Wyoming ($3.36) near the national 
average of $3.26. 


@ Last year readmissions made up 45.7% of 
all admissions to mental hospitals in Ken- 
tucky, 15.2% in Nevada, with the percent 
age of readmissions in all other states falling 
between these two. 


© The best ratio of patients to personnel is 
in Kansas, which has one mental hospita 
employee for every two patients. The worst 
ratio is in Tennessee, where there is only 
one employee for every 6.2 patients. The 


effort Kansas has made in recent years to 
increase the daily per capita expenditure 
from 70¢ in 1945 to $4.60 in 1956 and to 
attract mental hospital personnel seems to 
have paid off: In just five years between 
1950 and 1954 the rate of discharges from 
Kansas mental hospitals increased from 
107.8 (well below the national average of 
148.5) to 181.4 (above the new average of 
175.3). 

Interpretation of such figures as these re- 
quires, however, a considerable degree of 
sophistication. For example, a state may 
show a high expenditure for the mainte- 
nance of each patient but fail to provide 
enough beds for all those in the state who 
should have care and treatment in a hos- 
pital. This discrepancy shows up when one 
calculates the average amount paid by each 
resident of the state for the care of the 
mentally ill and compares it with the 
amount paid by residents of states with pop- 
ulations of comparable size. 

Overcrowding is also a factor, for on 
every overcrowded bed a state saves carrying 
charges on as much as $8,000 a year—at 
4%, nearly $1.00 a day. 

Another consideration is that some hos- 
Pitals calculate the amount of their daily 
maintenance expenditure per patient by 
dividing their total budgets by the average 
daily census of patients—even if their 
budgets include the cost of out-patient 
clinics providing no service to in-patients. 
This makes the amount spent on each in- 
patient look like a good deal more than it 
actually is. In addition, in considering ex- 
Penditures for services to out-patients one 
Must bear in mind that some states provide 
Subsidies for these services quite apart from 
the budgets for hospitalized patients. In 
fact, some have set up departments entirely 
Separate from the hospitals to administer 
Services to out-patients. 

The figures on readmissions can mislead, 
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too. Some readers may interpret a high 
rate of readmissions as a sign of failure. A 
high rate may, on the other hand, indicate 
an alertness by a hospital staff to the po- 
tentialities for discharge and a willingness 
to release patients experimentally. 

Copies of the report are available from 
the Interstate Clearing House on Mental 
Health, Council of State Governments, 1313 
E. 60th St., Chicago 37. 


* * * 


Admission policies and practices of child 
guidance clinics are discussed in a new 
U. S. Public Health Service publication, 
“Some Aspects of Child Guidance Clinic 
Intake Policy and Practices.” 

Such problems as referral of patients to 
clinics by other agencies, screening of pa- 
tients and the relationship of clinics with 
other social agencies are discussed by the 
authors, Forrest N. Anderson, former direc- 
tor of the Los Angeles Child Guidance 
Clinic, and Helen C. Dean, child welfare 
specialist in the California State Depart- 
ment of Social Welfare. 

The paper is based on a study of 500 cases 
treated in the Los Angeles clinic from 
1948 to 1950, The authors emphasized sug- 
gestions for self-examination by clinics 
rather than specific recommendations for 
policies governing the admission of patients. 

They point out the primary importance 
of a clinic's deciding whether its function is 
basically social or medical. On this decision 
should depend the clinic's policies on pre- 
screening patients before they are con- 
sidered for admission and on accepting 
self-referred patients, those referred by phy- 
sicians and those sent by other community 
agencies, normally the most serious cases. 

The authors assert that 400 of the 500 
cases studied could have been handled suc- 
cessfully by private physicians or other com- 
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munity agencies. They suggest that the 
clinic operate a consultation service for 
some of these agencies. In this way the 
clinic staff's influence and usefulness would 
be extended and the clinic could integrate 
itself more fully into the work of other 
community health and welfare agencies. 

Since over 30% of the patients terminate 
treatment themselves against clinic advice, 
the authors suggest that the clinic somehow 
clarify its function and responsibility to 
patients or tighten admission requirements 
to exclude children whose parents are ap- 
parently “shopping around” for guidance 
service, 

Single copies of the monograph are 
available from the public inquiries branch 
of the Public Health Service. As Public 
Health Publication No. 485 it is also sold by 
the Superintendent of Documents, Govern- 
ment Printing Office, Washington 25, 
D. C., for 20¢ a copy. 


* * * 


The American Group Psychotherapy Asso- 
ciation has announced the publication of a 
44-page scientific abstract covering its 14th 
annual conyention last January. To those 
interested in the field this comprehensive 
survey will have far-reaching value for years 
to come, according to Dr. Cornelius 
Beukenkamp, Jr., chairman of the public 
relations committee. The abstract is avail- 
agle for $1 from AGPA, Room 300, 345 E. 
46th St., New York 17. 


Noting the relatively recent active collabo- 
ration of sociologists and mental health 
specialists the American Sociological Society 
has published a 62-page bulletin setting 
forth “some of the present and potential 
contributions of social science to research 
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and program operations in the mental 
health field.” The author of Sociology and 
the Field of Mental Health is Dr. John A. 
Clausen, chief of the laboratory of socio- 
environmental studies in the National In- 
stitute of Mental Health. Copies are avail- 
able from the Russell Sage Foundation, 505 
Park Ave., New York 22, for 50¢ each. 


The Journal of Individual Psychology, a 
publication of the American Society of 
Adlerian Psychology and formerly known 
as the American Journal of Individual Psy- 
chology, has broadened its editorial policy. 
The new policy presents the journal as the 
medium of expression of those in psychol- 
ogy and related fields who are interested 
in a holistic, teleological, phenomenological 
and socially oriented approach based on 
the assumptions of an active creative self, 
an open dynamic system of motivation and 
an innate potentiality for social living. 

The journal invites theoretical and re- 
search papers, clinical and other practical 
contributions, informal notes and letters 
falling within this scope. 

The May issue, the first under the new 
policy, contains papers by Hadley Cantril, 
Albert Ellis, Ruth Hartley, Clark Moustakas 
and Edmund Sinnott, among others, and 
a heretofore untranslated paper by Alfred 
Adler dated 1937, the year of his death. 

Requests for sample copies and all other — 
communications are to be addressed to the 
editor, Dr. H. L. Ansbacher, at the Univer 
sity of Vermont, Burlington. 


The October 1956 number of the NPPA 
Journal, devoted to the problem of sen- 
tencing criminal offenders, contains two 
articles of interest to mental health special- 
ists. One on the purpose of the sentence 
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stresses that with the passing years the 
emphasis in sentencing has shifted from 
avenging to protecting society, and points 
out that there is now the added aim of re- 
habilitating the offender.1 

The other refers to the presentence in- 
vestigation, probation’s major operating 
instrument, as a “disciplined exploration of 
the offender's past history and future possi- 
bilities.”? Originally meant as a guide to 
the court in estimating the degree of pro- 
bation risk, the investigation has become the 
keystone of the diagnostic process and the 
modern investigation report the repository 
for all biographical data needed for super- 
vising the probationer in the community 
or for planning and carrying out a rehabili- 
tative program for the offender committed 
to a prison or reformatory. 

Minimum standard practice calls for the 
report to provide information on the pres- 
ent offense and on co-defendants and ac- 
complices, the defendant's statement, infor- 
mation on the attitude of the complainant, 
on aggravating and mitigating circum- 
stances, on the defendant's prior criminal 
history, his antecedents, family background 
and development history, his living arrange- 
ments, religion, mental and physical health, 
character, habits and associations. 

The author points out that the pre- 
Sentence investigation precludes blind 
gamble in placing offenders on probation, 
insures that those who do go to prison go 
there “as something more than numbers on 
4 shirt or cards in a file” and puts the prison 
administration in a position “to get out of 
€ach individual whatever creative values are 
there to get.” 
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iira W. Jayne, “The Purpose of the Sentence,” 
NPPA Journal, 2(1956), 315-19. 


* Edmund Fiugerald, “The Presentence Investiga- 
tion,” ibid., 820-36. 
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Volume I, Number 1 of the APTO Journal 
appeared in February. It is the organ of 
the Association for Psychiatric Treatment 
of Offenders, a membership organization 
whose purpose is the advancement of sci- 
entific concepts in the handling and treat- 
ment of adult and youthful offenders. 

The new journal of opinion will appear 
bi-monthly and will feature articles only 
400 to 600 words long on facts of crime, 
delinquency and scientific methods of deal- 
ing with criminal behavior. “We are los- 
ing the fight against crime,” writes Dr. 
Melitta Schmideberg, co-editor,” and we 
want to know why. We want the opinions 
of informed responsible persons why all our 
measures are not being effective.” 


Organizations serving veterans and their 
families will find useful the 1957 edition of 
the Handbook’ of Federal Benefits for Vet- 
erans, It provides up-to-date explanations. 
of more than 40 benefits available from the 
Veterans Administration. The 90-page 
handbook is available from the Social Leg- 
islation Information Service, 1346 Connecti- 
cut Ave., N. W., Washington 6, D. C., for 
$1.50 a copy. 

There are now over 22,000,000 veterans. 
eligible for a great variety of health, educa- 
tion, social welfare and other government 
benefits and services—at an annual cost of 
almost $5,000,000,000. 


Teachers, librarians, clergymen, guidance 
and personnel workers—all those to whom 
young people and adults turn with ques- 
tions on educational and vocational plans 
—will find the 1956 Directory of Counseling 
Agencies a valuable resource. The directory 
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lists 143 agencies, located in all parts of the 
country, offering testing and counseling 
services that help in making wise voca- 
tional and educational decisions. 

Referrals can be made to these agencies 
with confidence. Each has been examined 
and approved by the American Personnel 
and Guidance Association’s committee on 
professional practices. 

Each agency has met the APGA’s mini- 
mum standards: recognition by appropriate 
professional groups or qualified members 
of such groups, use of competent and quali- 
fied staff, adherence to accepted professional 
procedures, avoidance of questionable com- 
mercial publicity or advertising, and the 
charging of reasonable fees. 

The directory is available from the Amer- 
ican Personnel and Guidance Association, 
1534 O St., N. W., Washington 5, D. C., for 
$1.00 a copy. 


Mental and neurological diseases may ac- 
count for more days of disability in younger 
age groups than any other kind of illness. 
They continue as the leading cause of days 
of disability until old age. 

These are among the statistical interpre- 
tations of Health and Demography, a report 
by Dr. Halbert L. Dunn, chief of the Na- 
tional Office of Vital Statistics. 

Several of his many demographic findings, 
all with mental health implications, dra- 
matically point up the increasing frequency 
of mental and neurological diseases. Analy- 
sis of the 12 diagnoses with the highest 
annual rates per 1,000 population in each 
of three younger age-groups for annual days 
of disability and annual days confined to 
bed reveals: 


@ Mental and neurological diseases rank 
$rd for days of disability among children 
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under 5 (outranked only by whooping 
cough and bronchitis). 


@ Mental and neurological diseases rank Ist 
for both days of disability and days in bed 
among children between 5 and 14 and be- 
tween 15 and 24, topping even all accidents. 

These diseases remain as the leading 
cause of disability and days in bed for 
adults from 25 through 64 also. 

The 94-page report, published in 1956, is 
available from the Superintendent of Docu- 
ments, U. S. Government Printing Office, 
Washington 25, D. C., for 50¢ a copy. 


* * * 


Must the superintendent of a mental hos- 
pital be a physician-psychiatrist? 

Dr. Addison M. Duval, assistant super- 
intendent of St. Elizabeths Hospital, Wash- 
ington, D. C., argues that a mental hospital 
superintendent must be a physician with 
training and experience in hospital psy- 
chiatry and if possible in scientific manage- 
ment. Noting that the question of utilizing 
lay superintendents in mental hospitals has 
been raised with increasing frequency, Dr. 
Duval comments that “aggressive action on 
this question by any organized group 
could threaten the very foundations of 
mental hospital functioning as it has de 
veloped in America.” 

Taking another view, Robert H. Klein, 
board member of Michael Reese Hospital in 
Chicago, and Dr. Paul E. Feldman, direc | 
tor of research and education at the Topeka | 
State Hospital, assert that men who are not 
psychiatrists can be trained in the special 
and more technical aspects of mental hos- 
pital administration. The chief qualifica- 
tion, they say, should be administrative — 
ability. A 

“In choosing a mental hospital super!™ 
tendent, our preference would be, of 
course, a psychiatrist who is a good admin- 


istrator,” they acknowledge. “But lacking 
a person with both qualifications, we 
would choose a good administrator rather 
than a psychiatrist lacking administrative 
ability.” 

They maintain that graduate training in 
psychiatry “is usually accomplished with- 
out ever obtaining any theoretical or prac- 
tical experience in business administra- 
tion.” They point to a 1953 survey con- 
ducted by the American Hospital Associa- 
tion which showed that mental and allied 
governmental hospital administrators spent 
only 47% of their time on administrative 
matters. More than one-half of their time 
was spent on other activities of which di- 
rect medical care represented the biggest 
segment. 

Citing the same survey, the authors com- 
pare this figure with the 90% indicative of 
the time administrators of short-term hos- 
pitals with 250 beds or more spend on ad- 
ministrative duties. They maintain that 
administration of a large mental hospital 
must suffer if the administrator spends most 
of his time in clinical practice. 

Dr. Duval holds that the administrator of 
a mental hospital is so intimately a part of 
the therapeutic program that a physician 
Superintendent is mandatory. 

He says, “The history of the development 
of mental hospitals in America is largely 
the history of the accomplishments of the 
Physicians who were the superintendents of 
these hospitals.” He maintains that those 
mental hospitals which are today recog- 
nized as the best in the country are all ad- 
ministered by physicians. He visualizes 
today’s mental hospital as a “therapeutic 
community” where every function and 
action is designed to meet the treatment 
heeds of the patient. Only a physician can 
assume this broadly based therapeutic re- 
Sponsibility, he asserts. 
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“Special preparation for the mental hos- 
pital administrator must be developed,” 
admits Dr. Duval. Scientific management 
courses “might well be required for future 
physician superintendents of mental hos- 
pitals,” he says. But he points out that the 
physician superintendents’ primary duty is 
to control the function and give leadership 
to all hospital employees so that the best 
treatment and care of the patients will be 
assured. The details concerning treatment 
and administration, says Dr. Duval, are the 
responsibility of his assistants and should 
be so delegated. 

Mr. Klein and Dr. Feldman argue that 
there are aspects of psychiatry that the psy- 
chiatrist has to unlearn when he assumes 
the role of a medical administrator, for one 
thing that there is a basic difference be- 
tween the administrative and the psychiatric 
approach to people. Administrative think- 
ing is group-centered rather than indi- 
vidual-centered. The psychiatrist is more 
inclined to isolate the individual from the 
group and act towards the individual with- 
out considering the effect of his action on 
the total group. 

“The psychiatrist, being trained to think 
in terms of personality pathology, may re- 
duce his administrative effectiveness because 
he does not restrain his tendency to search 
for personality defects in his employees— 
even when they are performing satisfac- 
torily on the job.” ; 

They note the scarcity of psychiatrists 
from whom mental hospital superintendents 
may be drawn and conversely the large 
number of lay administrators who, properly 
trained, can assume the supervision of a 
mental hospital. 

The conflicting points of view were aired 
in the January 16 issue of Hospitals, 
journal of the American Hospital Associa- 
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INTERSTATE COMPACT 
ON MENTAL HEALTH 


The problem of caring for non-resident 
mental patients has plagued state mental 
health administrators for many a long year. 
Frequently they find themselves caught be- 
tween humanitarian considerations on the 
one hand and restrictive residence require- 
ments on the other. As a result, they often 
must steer their course by what the law 
requires rather than by what the individual 
patient needs. 

Considering the number of transfers in 
and out of a state and the high cost of mov- 
ing mental patients, it is doubtful if penny- 
pinching residence requirements have ever 
accomplished anything more than to deny 
prompt care to thousands of patients. That 
is extravagance, not economy. 

In the last 18 months, however, the states 
have found a solution to this problen—the 
Interstate Compact on Mental Health, It 
is already part of the legal machinery of 
four states—Connecticut (1955), New York 
and Massachusetts (1956) and New Jersey 
(1957)—and is currently before the legisla- 
tures of Missouri, New Hampshire and 
Rhode Island. 

The compact has four main purposes: 


@ To assure that any state signing the com- 
pact will give care and treatment to any 
person found in that state who is in need 
of hospitalization because of mental illness 
or mental deficiency. 


@ To permit the transfer of that patient to 
an institution in another state when clinical 
considerations indicate that transfer is in 
the best interests of the patient. 


@ To provide cooperative interstate machin- 
ery for after-care or supervision of con- 
valescing patients conditionally released 
from mental institutions. 
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@ To authorize additional supplementary 
agreements between states “for the provi- 
sion of any service or facility or for the 
maintenance of any institution on a joint” 
or cooperative basis” when any two or more 
states wish to make them. 

With the ratification of the compact by 
all state legislatures, residence requirements 
will give way to what is best for the patient. 


The final perfected draft as approved 
September 30, 1955 reads as follows: 


The contracting states solemnly agree that: 
Article I 


The party states find that the proper and 
expeditious treatment of the mentally ill 
and mentally deficient can be facilitated by 
cooperative action, to the benefit of the pa- 
tients, their families and society as a whole. 
Further, the party states find that the neces 
sity of and desirability for furnishing such 
care and treatment bear no primary relation 
to the residence or citizenship of the pa- 
tient but that, on the contrary, the con- 
trolling factors of community safety and 
humanitarianism require that facilities and 
services be made available for all who are m 
need of them, Consequently, it is the pur 
pose of this compact and of the party states 
to provide the necessary legal basis for the 
institutionalization or other appropriate 
care and treatment of the mentally ill and | 
mentally deficient under a system that re 
ognizes the paramount importance of p% 
tient welfare and to establish the responsi 
bilities of the party states in terms of such 
welfare. 


Article II 
As used in this compact: l 


(a) “Sending state” shall mean a party “a j 
from which a patient is transported pus 


ant to the provisions of the compact or 
from which it is contemplated that a patient 
may be so sent. 


(b) “Receiving state” shall mean a party 
state to which a patient is transported pur- 
suant to the provisions of the compact or to 
which it is contemplated that a patient may 
may be so sent. 


(c) “Institution” shall mean any hospital or 
other facility maintained by a party state or 
political subdivision thereof for the care 
and treatment of mental illness or mental 
deficiency. 


(d) “Patient” shall mean any person subject 
to or eligible as determined by the laws of 
the sending state, for institutionalization or 
other care, treatment or supervision pursu- 
ant to the provisions of this compact. 


(e) “After-care” shall mean care, treatment 
and services provided a patient, as defined 
herein, on convalescent status or conditional 
release. 


(£) “Mental illness” shall mean mental dis- 
€ase to such extent that a person so afflicted 
requires care and treatment for his own 
welfare or the welfare of others or of the 
community. 


(g) “Mental deficiency” shall mean mental 
deficiency as defined by appropriate clinical 
authorities to such extent that a person so 
afflicted is incapable of managing himself 
and his affairs, but shall not include mental 
illness as defined herein. 


(h) “State” shall mean any state, territory 
Or possession of the United States, the Dis- 
trict of Columbia and the Commonwealth 
of Puerto Rico. 


Article III 


(a) Whenever a person physically present in 
any party state shall be in need of institu- 
tionalization by reason of mental illness or 
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mental deficiency, he shall be eligible for 
care and treatment in an institution in that 
state irrespective of his residence, settlement 
or citizenship qualifications. 


(b) The provisions of paragraph (a) of this 
article to the contrary notwithstanding, any 
patient may be transferred to an institution 
in another state whenever there are factors 
based upon clinical determinations indicat- 
ing that the care and treatment of said pa- 
tient would be facilitated or improved 
thereby. Any such institutionalization may 
be for the entire period of care and treat- 
ment or for any portion or portions thereof. 
The factors referred to in this paragraph 
shall include the patient's full record with 
due regard for the location of the patient’s 
family, character of the illness and probable 
duration thereof, and such other factors as 
shall be considered appropriate. 


(c) No state shall be obliged to receive any 
patient pursuant to the provisions of para- 
graph (b) of this article unless the sending 
state has given advance notice of its inten- 
tion to send the patient; furnished all avail- 
able medical and other pertinent records 
concerning the patient; given the qualified 
medical or other appropriate clinical au- 
thorities of the receiving state an opportu- 
nity to examine the patient if said authori- 
ties so wish; and unless the receiving state 
shall agree to accept the patient. 


(d) In the event that the laws of the re- 
ceiving state establish a system of priorities 
for the admission of patients, an interstate 
patient under this compact shall receive the 
same priority as a local patient and shall be 
taken in the same order and at the same 
time that he would be taken if he were a 


local patient. 


(e) Pursuant to this compact, the determin- 
ation as to the suitable place of institution- 
alization for a patient may be reviewed at 
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any time and such further transfer of the 
patient may be made as seems likely to be in 
the best interest of the patient. 


Article IV 


(a) Whenever, pursuant to the laws of the 
state in which a patient is physically pres- 
ent, it shall be determined that the patient 
should receive after-care or supervision, such 
care or supervision may be provided in a 
receiving state. If the medical or other 
appropriate clinical authorities having re- 
sponsibility for the care and treatment of 
the patient in the sending state shall have 
reason to believe that after-care in another 
state would be in the best interest of the 
patient and would not jeopardize the public 
safety, they shall request the appropriate 
authorities in the receiving state to investi- 
gate the desirability of affording the patient 
such after-care in said receiving state, and 
such investigation shall be made with all 
reasonable speed. The request for investi- 
gation shall be accompanied by complete 
information concerning the patient's in- 
tended place of residence and the identity 
of the person in whose charge it is proposed 
to place the patient, the complete medical 
history of the patient and such other docu- 
ments as may be pertinent. 


(b) If the medical or other appropriate 
clinical authorities having responsibility for 
the care and treatment of the patient in the 
sending state and the appropriate authori- 
ties in the receiving state find that the best 
interest of the patient would be served 
thereby, and if the public safety would not 
be jeopardized thereby, the patient may 
receive after-care or supervision in the re- 
ceiving state. 


(c) In supervising, treating or caring for a 
patient on after-care pursuant to the terms 
of this article, a receiving state shall employ 
the same standards of visitation, examina- 
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tion, care and treatment that it employs fi 
similar local patients. 


Article V 


Whenever a dangerous or potentially 
gerous patient escapes from an institutio 
in any party state, that state shall prompt 


potentially dangerous patient, he 
detained in the state where found p 
disposition in accordance with law. 


Article VI 


The duly accredited officers of any sti 
party to this compact, upon the estab 
ment of their authority and the identity 
the patient, shall be permitted to trans 
any patient being moved pursuant to 
compact through any and all states part 
to this compact, without interference. 


Article VII 


(a) No person shall be deemed a patient 0 
more than one institution at any given 
Completion of transfer of any patient 
institution in a receiving state shall 
the effect of making the person a patien 
the institution in the receiving state. 

(b) The sending state shall pay all cos 
and incidental to the transportation of 
patient pursuant to this compact, but 
two or more party states may, by making 
specific agreement for that purpose, arrang 
for a different allocation of costs as amo 
themselves. i 
(c) No provision of this compact shall 
construed to alter or affect any internal 
lationships among the departments, @ 
cies and officers of and in the governmen 


a party state, or between a party state and 
its subdivisions, as to the payment of costs 
or responsibilities therefor. 


(d) Nothing in this compact shall be con- 
strued to prevent any party state or subdivi- 
sion thereof from asserting any right against 
any person, agency or other entity in regard 
to costs for which such party state or sub- 
division thereof may be responsible pur- 
suant to any provision of this compact. 


(e) Nothing in this compact shall be con- 
strued to invalidate any reciprocal agree- 
ment between a party state and a non-party 
State relating to institutionalization, care or 
treatment of the mentally ill or mentally 
deficient, or any statutory authority pur- 
Suant to which such agreements may be 
made. 


Article VIII 


(a) Nothing in this compact shall be con- 
strued to abridge, diminsh or in any way 
impair the rights, duties and responsibilities 
of any patient’s guardian on his own behalf 
or in respect of any patient for whom he 
may serve, except that where the transfer of 
any patient to another jurisdiction makes 
advisable the appointment of a supplemen- 
tal or substitute guardian, any court of com- 
petent jurisdiction in the receiving state 
may make such supplemental or substitute 
appointment and the court which appointed 
the previous guardian shall upon being duly 
advised of the new appointment, and upon 
the Satisfactory completion of such account- 
Ing and other acts as such court may by law 
require, relieve the previous guardian of 
Power and responsibility to whatever ex- 
tent shall be appropriate in the circum- 
Stances; provided, however, that in the case 
of any patient having settlement in the 
sending State, the court of competent juris- 
diction in the sending state shall have the 
Sole discretion to relieve a guardian ap- 
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pointed by it or continue his power and 
responsibility, whichever it shall deem ad- 
visable. The court in the receiving state 
may, in its discretion, confirm or reappoint 
the person or persons previously serving as 
guardian in the sending state in lieu of 
making a supplemental or substitute ap- 
pointment. 


(b) The term “guardian” as used in para- 
graph (a) of this article shall include any 
guardian, trustee, legal committee, consery- 
ator or other person or agency however 
denominated who is charged by law with 
power to act for or responsibility for the 
person or property of a patient. 


Article IX 


(a) No provision of this compact except Ar- 
ticle V shall apply to any person institu- 
tionalized while under sentence in a penal 
or correctional institution or while subject 
to trial on a criminal charge, or whose in- 
stitutionalization is due to the commission 
of an offense for which, in the absence of 
mental illness or mental deficiency, said per- 
son would be subject to incarceration in a 
penal or correctional institution. 


(b) To every extent possible it shall be the 
policy of states party to this compact that 
no patient shall be placed or detained in any 
prison, jail or lockup, but such patient 
shall, with all expedition, be taken to a 
suitable institutional facility for mental ill- 
ness or mental deficiency. 


Article X 

(a) Each party state shall appoint a “com- 
pact administrator” who, on behalf of his 
state, shall act as general coordinator of ac- 
tivities under the compact in his state and 
who shall receive copies of all reports, cor- 
respondence and other documents relating 
to any patient processed under the compact 
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by his state either in the capacity of sending 
or receiving state. The compact adminis- 
trator or his duly designated representative 
shall be the official with whom other party 
states shall deal in any matter relating to the 
compact or any patient processed there- 
under. 

(b) The compact administrators of the re- 
spective party states shall have power to 
promulgate reasonable rules and regula- 
tions to carry out more effectively the terms 
and provisions of this compact. 


Article XI 


The duly constituted administrative au- 
thorities of any two or more party states 
may enter into supplementary agreements 
for the provision of any service or facility 
or for the maintenance of any institution 
on a joint or cooperative basis whenever the 
states concerned shall find that such agree- 
ments will improve services, facilities or in- 
stitutional care and treatment in the fields 
of mental illness or mental deficiency. No 
such supplementary agreement shall be con- 
strued so as to relieve any party state of 
any obligation which it otherwise would 
have under other provisions of this compact. 


Article XII 


This compact shall enter into full force and 
effect as to any state when enacted by it 
into law and such state shall thereafter be 
a party thereto with any and all states 
legally joining therein. 


Article XIII 


(a) A state party to this compact may with- 
draw therefrom by enacting a statute re- 
pealing the same. Such withdrawal shall 
take effect one year after notice thereof has 
been communicated officially and in writing 
to the governors and compact administra- 
tors of all other party states. However, the 
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withdrawal of any state shall not change the 
status of any patient who has been sent to 
said state or sent out of said state pursuant 
to the provisions of the compact. 


(b) Withdrawal from any agreement per 
mitted by Article VII (b) as to costs or from” 
any supplementary agreement made pur 
suant to Article XI shall be in accordance 
with the terms of such agreement. 


Article XIV 


This compact shall be liberally construed 
so as to effectuate the purposes thereof. The 
provisions of this compact shall be severable 
and if any phrase, clause, sentence or pro- 
vision of this compact is declared to be con- 
trary to the constitution of any party state 
or of the United States or the applicability 
thereof to any government, agency, person 
or circumstance is held invalid, the validity 
of the remainder of this compact and the 
applicability thereof to any government, 
agency, person or circumstances shall not 
be affected thereby. If this compact shall 
be held contrary to the constitution of any 
state party thereto, the compact shall re- 
main in full force and effect as to the 
remaining states and in full force and effect 
as to the state affected as to all severable 
matters. 
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JULES HENRY, Pu.D. 


Cultural change 


and mental health 


When we look at a frank and objective 
description of another culture we sometimes 
ask ourselves, “How do people ever manage 
to live in it?” Whether it be strife-torn 
Greece or Rome, the humiliating misery of 
the Chukchee of Siberia or the degradation 
of the slums of Dicken’s London, the ques- 
tion is often, “How did people manage to 
live in it?” And the implied second ques- 
tion is, “Without going mad?” To these 
questions anthropology returns the answer 
that people live in it because they have no 
Place else to go, and that though popula- 
tions do not become psychotic they do suf- 
fer severely emotionally. 

In _the anxious and impulse-ridden 
America of today, then, the issue for men- 
tal health as a public health problem is not 
SO much the treatment of diagnosed cases, 
but rather the prophylaxis of mass suffering. 

In contemporary America no program of 


MENTAL HYGIENE 


mental health can ignore the following 
facts: (1) the rapid growth of industry, pop- 
ulation and metropolitan regions; (2) the 
increased use of automation; (3) the shift 
from superego to id-values. Since this is a 
forum devoted to exploring the causes and 
control of mental illness I shall devote no 
time to the cheerier aspects of the three 
facts but concentrate rather on their darker 
side. 

Among the consequences of the growth of 
industry which are relevant to mental 
health are the following: (1) increasing pres- 
sure on small business; (2) increasing masses 
of anonymous workers; (3) destruction of 


me 


Dr. Henry, who is professor of anthropology at 
Washington University in St. Louis, presented this 
paper March 20, 1957 at the National Health Forum 
in Cincinnati. 
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the human habitat through industrial land 
use, stream pollution and exhaustion of 
water resources; (4) astronomical expendi- 
tures for advertising; (5) attraction into the 
labor force of more and more women; (6) 
rises in wages and consumer expenditures, 
sometimes called the rising standard of liv- 
ing, but which, as time passes, becomes a 
rising standard of luxury; (7) increase in 
the rate of industrial obsolescence. 

These changes have the following effects: 


(1) The small business man’s struggle to 
survive becomes harder and he works and 
worries more and more for small returns. 
In these circumstances his family must bear 
the burden of his increasing anxiety. 


(2) Since the mass of industrial employees 
work at jobs in which they feel insignificant 
and emotionally unrewarded, they plunge 
into impulse release when they check out. 
In contemporary America this means mak- 
ing great demands on wife and children 
for affection, approval and support. 


(3) The destruction of the human habitat— 
the disappearance of wooded areas and 
stream pollution—deprives people of recre- 
ational facilities out of doors and throws 
them more and more on their own emo- 
tional resources and on those of their fami- 
lies and friends. 


(4) Expenditures for advertising, estimated 
at $10,000,000,000 in 1956 and destined to 
increase rapidly in the future, increase the 
yearning for consumer goods, travel and 
commercial recreation, with consequent em- 
phasis on release of impulse in all direc- 
tions. This is advertising’s contribution to 
the era of the id—of impulse release and 
fun. Meanwhile the distortion of values 
introduced into the communications chan- 
nels by advertising has consequences which 
must be presumed to be important; other- 
wise the advertisers would not keep it up. 
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(5) The attraction of more and more women 
into the labor force naturally raises impor- 
tant questions in regard to the emotional 
life of the family. It means that just at 
that era of our civilization when the family 
needs her most, mummie is going to be 
around less. This fact must be confronted, 
however, not by attempting to turn the 
clock back but by learning how to handle 
the new emotional situation. It means spe- 
cifically that the emotional problems of the 
family can no longer be largely mother’s 
concern but must be managed by the entire 
family. 


(6) The rise in the standard of living has 
created a population with a strong drive 
toward obtaining the symbols of that rising 
standard: hard goods and a good time. 
This too has helped usher in the era of the 
id—of impulse release and fun. 


(7) The snowballing increase in the rate of 
obsolescence of the instruments of technol- 
ogy means a corresponding speeding up of 
the obsolescence of occupations: the worker 
trained to one occupational category today 
has no guarantee that he will not be obso 
lete five years hence. 


In general, the vast changes that are taking 
place within the structure of American $0- 
ciety and economy add to the uncertainty 
of life and create continuous waves © 
anxiety. 3 

The growth of our population results 1n 
increased crowding and, in an intensely mo- 
torized public, will for a long time to come 
sustain a mounting accident rate. Amer 
cans have always been extremely sensitive 
to crowding and though, as compared to 
Europeans and Asiatics, they really do not 
know what crowding is like, they fly at the 
slightest sign of it. The consequent mo; 
bility will bring an even greater disruption 
in personal life than in the past. 


Increase in population is already creating 
local problems in water supply and waste 
disposal and in strain on other usually ade- 
quate public facilities such as schools, pub- 
lic health systems and police. The flight 
of population outward from the city brings 
the social conflicts of the center into the 
suburbs and brings into suburban commu- 
nities problems in social stratification that 
did not exist there previously. 

Destruction of the human habitat is a 
consequence of population expansion as 
much as it is of industrial expansion, for 
the necessary homes, schools, roads and serv- 
ice facilities eat up the land. Consequent 
on this is the disappearance of wooded and 
other recreational areas and the frantic ef- 
forts of outlying municipalities to wall 
themselves off from change, with a resulting 
irritation in groups who feel themselves dis- 
criminated against. 

The growth of metropolitan regions cre- 
ates administrative problems of a new or- 
der, and as the metropolitan areas move 
toward consolidation their financial bur- 
dens increase, with a consequent need to 
rework the tax structure in order to ac 
commodate new problems. The issue here 
is that administrative transformation at the 
metropolitan level changes the character of 
the administration of health programs, con- 
Stantly changing the administrative focus of 
health as the region changes. At the same 
time the rapid growth of suburbs creates 
budgetary problems they previously did not 

ave. In these circumstances mental health 
Programs easily become stepchildren, and 
the actual burden of management is thrown 
upon the family. 

i Finally, with respect to automation, the 
simplification and integration of continu- 
ous machine operations removes the worker 
even further from contact with the product 
on which he works, and in many cases will 
Make it impossible for him even to stay 
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awake at his job, no less become involved 
in it. Work will become merely a vague 
sense of nausea, indistinguishable from a 
hangover. 


On the positive side there is the expectation 
that there will be a great increase in leisure 
time which will be devoted to intellectual 
activities. Since, however, the majority 
even of those in the most favorable circum- 
stances have never devoted themselves to 
intellectual pursuits, it is unlikely that it 
will occur now Furthermore, because of 
the increasing emphasis on the expression 
of id-impulses and because of tensions 
brought about by the massive social changes, 
it is unlikely that much impulse will be 
sublimated in painting, music, reading and 
other gentlemanly interests. Rather, one 
can expect more of a Roman holiday—in- 
creased attendance at games, prize-fights, 
burlesque, movies and TV; more picnics, 
barbecues and excursions. 

Let us stop here a moment to consider 
the human context of the changes of which 
I speak. All of them take place among a 
people who have learned, in a liberal de- 
mocracy, to expect government to take more 
and more responsibility for their problems 
and who will never be satisfied, for dissatis- 
faction is the essence of American democ- 
racy. Ina sense the only reason local gov- 
ernments have been able to get away with 
totally inadequate provision for mental 
health is the ignorance of the citizens. 
When the public really learns about mental 
health—what it means and has meant to 
them and how they were deprived of help 
—they will feel they have been cheated. 

In view of the fact that I have defined the 
problem of mental health today as a prob- 
lem not of cases but of a chronically suffer- 
ing population, what are the measures to 
be taken to relieve it? 

In answer to this question I propose that 
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beginning at puberty our citizens begin to 
receive instruction in the handling of each 
other’s problems. The American family is 
the place where all the tensions generated 
by social change come to a focus and it is 
there that the problems must be resolved. 
We know enough now about emotional suf- 
fering to be able to say that it is a family 
epidemic. In these circumstances, the mal- 
ady being widespread in a population ap- 
proaching 200,000,000, its control cannot be 
handed over to outside agencies but must 
be treated by the family itself. School chil- 
dren have been taught physical hygiene; 
they can be educated to understand them- 
selves and one another, which is mental 
hygiene, so that when they have families 
they will know what to do. Mental hy- 
giene education must be given by specially 
trained personnel as part of the school cur- 
riculum beginning in junior high school 
and continuing through high school and 
into college. The curriculum would include 
reading, lectures and group discussion. 
It is the cream of the jest that knowl- 
edge of the outer world should be specifi- 
cally provided for and communicated to 
children by trained persons while under- 
standing of the inner world is left to chance. 
We have forgotten Socrates’ admonition 
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that the essence of knowledge is self-under 
standing. 

\ 
In the past even the best school prog 
in mental health have been oriented toward 
case-finding and treatment. The essential 
issue, however, is that the management of 
tensions that disrupt life is a population 
problem and not merely a case problem 
and must be handled by public health 
methods that meet the tension at its source 
and handle the pathogenic vector directh 
The place to begin to handle it is where i 
is—in children, where the necessary com- 
pulsion can be used. Public emotional ill 
ness is private menace and there is no more 
reason for making prophylaxis for emo 
tional illness voluntary than there is for 
making vaccination or sanitary garbage dis- 
posal voluntary. Train our children in 
mental hygiene so that they will grow 
to be understanding husbands, wives and 
parents who will cooperate with one an- 
other in the mutual management of fami 
emotional problems. Train our children in 
human understanding so that America will 
assume a revolutionary kind of leadershij 
among nations—a leadership of human in: 
ternational understanding. This alone is 
the true pathway to peace. ] 


SHELDON and ELEANOR GLUECK 


Working mothers 


and delinquency 


Among the numerous causal influences to 
which delinquency has been attributed, 
that of the absence of the mother from the 
home in gainful employment has aroused 
particular interest in current discussions.* 
The proportion of mothers who spend part 
of their time in outside employment has 
been increasing rapidly since the two world 
wars.2 Today there are several million 
mothers who go out to work; and with the 
Constant stimulation of high-pressure ad- 
Vertising to transform into urgent necessi- 
ties the products of the machine and elec- 
tronic age that have previously been deemed 
luxuries limited to high-income groups, the 
common desire to upgrade living standards 
will no doubt stimulate more and more 
mothers of young children to supplement 
the family income by seeking employment 
Outside the home.’ 

Apart from the effect on the working 
mother herself, what effects will this have 
on family life, on the rearing of children,* 
on the emotional health of youngsters and, 
More specifically, on juvenile delinquency? 

Thus far there is little more than specu- 


lation among social workers, teachers, psy- 
chiatrists and journalists on this significant 
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Sheldon Glueck is Roscoe Pound Professor of Law 
at Harvard Law School. Eleanor Glueck is research 
associate at Harvard Law School. They are co- 
authors of 11 major works on delinquency and 
crime. 

1“But going to work raises doubts—in her mind as 
well as in those of some moralists—as to whether 
she will be able to combine job and home, and be a 
good mother. In fact, a whole host of pathologies, 
from rising delinquency to increasing divorce, is 
being charged to working women.” Fortune, 54 
(July 1956), 172. 

2 According to a competent recent article, “In 1890 
a niggling 4% of the country’s married women were 
in the work force; in 1940 there were only 15%; but 
by April 1956, 30% of married women held jobs. 
This development has been recent and swift. Dur- 
ing World War II the number of married women 
at work had barely surpassed the number of single 
girls who held jobs. By 1955, working wives out- 
numbered the bachelor girls more than two to one.” 
“The current total is 21 million women workers, or 
one-third of all persons employed.” Ibid., 91. 


3“There are several elements responsible for this 
emerging pattern of the behavior of women, espe- 
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trend in American culture. Where sound 
and organized factual data are lacking, the 
winds of opinion can blow in any direction, 
Thus those psychiatrists who are influenced 
by the psychoanalytic emphasis on the cru- 
cial importance of parent-child relationships 
during the first three or four years of life 
in integrating personality and solidifying 
character view with alarm the growing ex- 
cursions of young mothers into factory and 
shop. They are convinced that the eco- 
nomic gain to the family is far too high a 
price to pay for the loss in the emotional 
stability of the children. They point to 
the child’s repeated traumatic experiences 
when again and again his mother, the major 
source and symbol of his security and love, 
goes off and leaves him yearningly unsatis- 
fied. They emphasize that it is difficult to 
find a satisfactory substitute for the natural 
mother. They speculate that beneath the 
ostensible economic reason for the mother’s 


———— 


cially married women, in the labor force. There is 
the large number of job opportunities that an ex- 
panding economy now offers. There is the free time 
made available by modern household facilities (e.g, 
ready-cooked meals). Education, now universal, 
gives many women a vocational urge that home- 
making alone cannot satisfy. A job provides stim- 
ulus and companionship that the home in daytime 
does not. (Typical comment of a working wife: 
‘Now I have something to talk about with my hus- 
band when we both come home.’) But most signifi- 
cant, perhaps, is the hunger for the appurtenances 
of a good life that multiple incomes can bring more 
quickly; the American standard of living has be- 
come a built-in automatic ‘drive’ on the part of the 
American wife. This asserts itself in her reasons for 
working.” Ibid., 93, 


4“. .. More women with small children are at work 
than ever before. True, the number is still small, 
but the rate of increase is astonishing. In 1940 only 
7% of mothers with children under five held jobs; 
by 1955 the number had jumped to 18.2%. (Be- 
cause of a shift in census techniques, 1955 figure 
includes 6-year-olds.”) Ibid., 91. 
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leaving the family roof there might in many 
cases be the deeper motivation of a wish to 
escape maternal responsibility or a patho 
logic drive to compete with men. 

On the other hand, those who justify the 
working of mothers claim that a woman 
who enjoys her activities outside the home 
is all the more satisfied with her maternal 
duties when she returns and that she can 
make up in the quality of love and care 
what she lacks in quantity. They point to 
outstanding examples of career women who 
have reared children successfully while con- 
ducting a home of warmth and decency. 
Such women insist that it is possible to 
arrange for competent substitute care for 
the children at times and in areas in which 
it is not indispensable for the mother to 
be present; and that the child living under 
such an arrangement appreciates the mother 
all the more during the times when she 
can devote herself wholly to him. In fact, 
they point out, there are mothers who are 
by nature not at all suited to motherhood} 
and the children of such women are better 
off with substitute parents. 

Some persons emphasize that there is a 
time for mothering and a time for a career. 
They point out that since child guidance 
authorities stress the concept that the foun- 
dations of personality and character are 
solidly established by the first few years of 
life, a wise compromise is possible: ample 


time can be reserved for the indispensable 


aspects of motherhood during the crucial 
years of childhood but thereafter a woman 
can safely pursue work outside the home. 

In all this speculation there is, of courses 
entangled the fact that among the seriously 
underprivileged the economics of the situa 
tion leave little free choice as to whether 
the mother should or should not seek out 
side employment. 

The reader will no doubt be able to add 
to the pros and cons of the question; but 


issue remains speculative as long as 
some factual foundation is not supplied. 
The literature of criminology has yielded 
‘no definitive studies on this subject. In 
several of our prior researches we have 
: the incidence of employment of 
others of male and female offenders, mak- 
‘ing comparisons with control materials 
these were available. Thus, in Five 
dred Delinquent Women, a 5-year 
-up of graduates of the Women’s 
formatory in Framingham, Mass., it was 
d that over half the mothers of the girls 
ved in that research worked occasion- 
£ In a relatively comparable period 
early 1920's) only 11.6% of married 
in Massachusetts were gainfully 
employed? 
~ In One Thousand Juvenile Delinquents $ 
t was pointed out that of the 937 house- 
lds about which information was avail- 
€ the family income of 389 (41.5%) was 
pplemented by the outside employment 
the mother, this comparing with but 
o of married women engaged in gain- 
Occupation during the early 1920's? 
n these studies the element of economic 
$ of families was not controlled. How- 
> in a more recent research made in the 
s, Unraveling Juvenile Delinquency, 
matched, pair by pair, 500 persistent 
nquents with 500 true non-delinquents, 
only in respect to general intelligence, 
ico-racial derivation and age but also 
regard to residence in culturally and 
lomically underprivileged urban areas. 
Considering the problem of the working 
in a matched sample of such design 
> enabled to hold constant the factor 
low economic status (dependency or 
ality), thus getting closer to the pure 
ce of the mother’s working, in the 
lex of traits and forces involved in 
quency. 
om the significant fact that three of the 


Working Mothers and Delinquency 


GLUECK AND GLUECK 


five factors. most markedly differentiating 
the 500 delinquents from the 500 non-de- 
linquents encom in the Social Pre- 
diction Table ™ presented in Unraveling 
Juvenile Delinquency (affection of mother 
for boy, supervision of boy by mother and 
family cohesiveness) 12? involve the maternal 
role in the rearing of children, one might 
reasonably incline to the hypothesis that 
absence of the mother from the home for 
lengthy stretches is markedly implicated in 


5 New York, Alfred A. Knopf, 1934, 


6 Five Hundred Delinquent Women, op. cit, 66-67. 
About a third were factory hands, another third 
domestics, the remainder in various other occupa- 
tions, 


? However, since this figure indudes both married 
women with children and childless women it is not 
a perfect control statistic, although highly TR 


tive. 
8 Cambridge, Harvard University Press, 19%. 


9 Since, however, this figure includes both married 
women with children and childless women it is not 
a perfect control statistic, although highly sugges- 
tive. Seventeen and a half per cent of the mothers 
included in One Thousand Juvenile Delinquents 
were factory hands, 47.5% were engaged in various 
types of domestic work (such as washing or sewing) 
but remained at home, the remainder were other- 
wise employed. See One Thousand Juvenile De- 
linquents, op. cit, 71. 
Juvenile Delinquency and the School, New York, 
World Book Co, 1945, 90. Of 761 cases passing 
through the Passaic, N, J., Children’s Bureau 25% 
of the white mothers, 44% of the Negro were 
gainfully employed. 

10 New York, Commonwealth Fund, 1950. 


11See Unraveling Juvenile Delinquency, op. city 
261. 


12 Unraveling Juvenile Delinquency, op. cits 261. 
The other two factors in this predictive device, 
which has come to be known in the literature as the 
Glueck Social Prediction Table, are discipline of 
boy by father and affection of father for boy. 
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See also W. C. Kyaraceus, -~ 


the complex of criminogenic influences. 
Since we had in our files the verified raw 
materials from Unraveling Juvenile De- 
linquency to test this hypothesis, we have 
developed the present monograph to meet 
a growing interest in the subject of working 
mothers. 


METHOD OF ANALYSIS OF DATA 


First, what was found in Unraveling 
Juvenile Delinquency regarding working 
mothers? We reproduce the relevant table: 


Usual occupation of mother * 


The types of work engaged in by all the 
working mothers were cleaning and scrub- 
bing, domestic service by hour or day, fac 
tory work, running a store or lodging house 
(or helping husbands do so), waiting on 
table, entertaining in cafes and restaurants. 

From these initial findings in Unraveling 
Juvenile Delinquency it may be deduced 
(subject to more definitive information) that 
more of the children in the families of 
delinquents than in those of the controls 
are deprived of necessary maternal care 


ES SEE EE ee se 


DELINQUENTS NON-DELINQUENTS DIFFERENCE 

No. % No. % % 
eee ees ee eee eo Sg ee eee 
Total 496 100.0 497 100.0 = 
Housewife 263 53.0 333 67.0 —14.0 
Regularly employed 101 20.4 91 18.3 2.1 
Occasionally employed 132 26.0 73 14.7 11.9 


X2=— 25.72: P< 


MA A ENIE OT IEE S A T a ere 


* Unraveling Juvenile Delinquency, Table X-9. 


It is evident that in the lower economic 
ranks from which both our delinquents 
and the control group were drawn a con- 
siderable number of mothers, not only of 
delinquents but also of non-delinquents, 
were employed either regularly or occasion- 
ally. It is further evident that equal pro- 
portions of mothers of non-delinquents and 
of delinquents were regularly employed 
but that a greater proportion of mothers 
of delinquents than of non-delinquents 
worked irregularly. 


— 
13 New York, Harper & Brothers, 1956. 
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and that this fact has a bearing on the 
development of delinquency. 

In what way does the working mother 
contribute to the destiny of the child in 
respect to delinquency? 


To answer this crucial question we em- 
ploy the same correlational and analytic 
technique developed in our most 1 
cently published work, Physique and Dé 
linquency,® in which a series of tables 
indicates the relationship between indi- 
vidual psychiatric and psychologic traits 
and sociocultural factors, on the one hand, 


TABLE I 


Supervision by mother unsuitable * 


f 
_ care i i 
3 of an irresponsible person. 


and physique types and delinquent or non- 
delinquent behavior, on the other. 
To illustrate the method of analysis we 
_ Present a sample table, in which the factor 
Unsuitable supervision of boy by mother 
1s related to the incidence of housewives 
) (non-working mothers), regularly working 

Mothers and occasionally employed mothers 
among both delinquents and non-delin- 
 Quents. 


The factor involved in this table—unsuit- 
; able Supervision of boy by mother—so 
‘Markedly differentiates delinquents as a 
whole from the total control group of non- 
_ delinquents (irrespective of whether or not 
_ the mother works outside the home) that 
we had used it as one of five factors in the 
‘Construction of the social prediction table 
ìn Unraveling Juvenile Delinquency.® 


Working Mothers and Delinquency 


GLUECK AND GLUECK 


DELINQUENTS NON-DELINQUENTS DIFFERENCE 
ee a a a A T O S 
No. % No. % No. % 
Total $14 63.5 61 12.5 253 51.0 
= Housewife 126 48.1 23 7.0 103 41.1 
Regularly employed 85 84.2 25 28.0 60 56.2 
Occasionally employed 103 78.6 13 18.6 90 60.0 
SIGNIFICANCE OF DIFFERENCES 
Housewife vs. 
i regularly employed -O1 02 - 
Housewife vs. 
> occasionally employed -01 -10 .05 
__ Regularly employed vs. 
A) occasionally employed = A 


e y Unraveling Juvenile Delinquency, Table X-10. The mother, whether in the home or absent from the 
a home, is careless in her supervision in that she leaves the boy to his own devices without guidance or in the 


Turning now to an analysis of the il- 
lustrative table, we find that it shows, first, 
that a significantly greater proportion of 
the mothers of the non-delinquents who 
worked (whether regularly or occasionally) 
than of those who were housewives neg- 
lected to give or provide suitable super- 
vision to their children. Thus entirely 
apart from the problem of delinquency 


eee 
14 For the convenience of those who wish to con- 
sult Unraveling Juvenile Delinquency we indicate 
in a footnote to each table here the number of the 
equivalent table in Unraveling Juvenile Delin- 


quency. 

15 For a description of the social prediction table 
and its validations on various samples of cases, see 
Eleanor T. Glueck, “Predicting Potential Delin- 
quency: Can It Be Done?” Federal Probation, 


20 (September 1956). 
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there is a strong hint that working mothers, 
at least of low-income groups, are not as 
conscientious about arranging for the super- 
vision of their children as are those who 
remain at home. Secondly, the illustrative 
table shows that supervision of those chil- 
dren who actually became delinquent was 
far less suitable on the part of working 
mothers (whether they were employed regu- 
larly or occasionally) than on the part of 
the mothers who were housewives. Thirdly, 
from the column labeled Difference, it is 
learned that a boy who is carelessly super- 
vised and who has a mother who is of the 
kind who works occasionally is far more 
likely to become a delinquent than is the 
poorly supervised son of a mother who 
does not go out to work. 

From now on we shall not advert to the 
Difference column by name but will rather 
analyze each table as a whole, drawing from 
it what we think to be important both in 
the percentages and in the statistical com- 
putations of “significance of difference.” 
The tables themselves are presented in the 
text to enable the reader to follow our 
reasoning in each analysis. 

The use of computations of significance 
is familiar to many readers, but for the 
benefit of those not acquainted with the 
need of a mathematical discipline to check 
the reliability of conclusions suggested by 
inspection of percentile relationships in a 
correlation table we call attention to the 
fact that two of the comparisons in the 
illustrative table have been found to be 
significant at the .01 “level of confidence,” 
one at the .02 level, one at the .05 level, one 
at the .10 level. As to the difference in the 
incidence of unsuitable supervision of the 


— 
16 Op. cit. 

47 Developed by Prof. John W. Tukey of Princeton 
University. 
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delinquent boys by non-working mother 
as compared with those regularly or o6 
casionally employed, the divergences were 
found to be significant at the .01 level; 
means that the probabilities are less than 
one in a hundred that a difference in i 
dence like the one found between non 
working and working mothers of delin- 
quents is not a true association but is due to 
chance. As to the difference between non- 
working mothers of non-delinquents and 
mothers who are regularly employed, the di- 
vergence was found to be significant at the 
02 level, indicating a less than two-ina: 
hundred probability that the association 
found is not a reliable one but attributable 
to chance. As to the variations in the Diff 
ence column, the divergences are significant 
at the .05 level, indicating a special etiologic 
impact of the already generally crimino 
genic influence of unsuitable maternal 
supervision on those youngsters whose 
mothers were occasional workers as come 
pared with those whose mothers spent thei 
full time at home as housewives. d 
As pointed out in Physique and Deli 

quency,!6 the line at which the level of 
statistical significance is drawn is partly & 
matter of convention and partly sugges 
by the nature of the materials. The statis 
tical technique used in the present study 
is the same as that first applied by us to 
the data in Physique and Delinquentyy 
known as the “multiple comparisons 
method.1? This makes it possible not on ly 
to determine that variation in the incidencë 
of a factor among two or more categories 
exists but pinpoints and specifies the loca le 
of the variation. (The interested reader } 
referred to Physique and Delinquen 
Chapter II, pages 34 and 35 and Appen! 

A, in which Prof, Jane Worcester of the 
Harvard School of Public Health describes 
the method of multiple comparisons 3 
its implications.) Although in Physt 


Working Mothers and Delinquency 


GLUECK AND GLUECK 


OBSERVED DISTRIBUTION 


EXPECTED 
PROBABILITY Delinquents Non-delinguents Difference DISTRIBUTION 

<-0l 1 - - 1.18 
<.02 4 1 Vv 1.18 
<.05 9 7 5 3.5 
<.10 4 8 2 5.90 
<.15 2 6 2 5.90 
<. 15 and over 98 96 108 100,00 

118 118 118 118.00 


The significance level is P=<.05. 


and Delinquency the acceptable level of 
significance was determined by Dr. Worces- 
ter to be .01-.10 (with our own very occa- 
sional adyertence to a comparison at the 
-15 level because it reflected trends that 
were consistent with other findings dealing 
with a related aspect of the subject under 
analysis), a reliable significance level for 
the materials included in the present an- 
alysis has been found to be .05.18 In this 
Study, therefore, we have adhered to the 
-05 level, referring only occasionally to data 
at the .10 level of significance (for the same 
reason that we sometimes included a .15 
level in Physique and Delinquency). 


DEFINITION OF TERMS 


A word regarding definitions: A mother 
designated as a regular worker is one who 
has been gainfully employed for all or most 
of the time since the birth of the particular 
child included among the cases of Unravel- 
ing Juvenile Delinquency. She need not 
necessarily have been on a job from 9 to 5; 
she may have worked on an afternoon shift 
or a night shift or for part of the day only. 
But she has been regularly away from home 
for several hours a day five to seven days a 


week, so that her absence is an accepted 
part of the family routine, An occasional 
worker is one who has been gainfully em- 
ployed now and then. There has been no 
fixed pattern in her employment. She has 
drifted from one job to another with un- 
predictable frequency, laying off at will 
and resuming at will. Although it can be 
surmised that sheer necessity forces some 
mothers to work regularly in order to sup- 
plement an all-too-slender family income, 
the mother who works sporadically can 
hardly be looked upon as a “provider” 
because her earnings cannot regularly be 
counted upon to prop the family budget. 

Perhaps as we proceed with the analysis 
of the tables some clues will emerge as to 
the motivations, in addition to the eco- 
nomic, that impel such women to seek 
occasional jobs. 


ORDER OF PRESENTATION 
OF SIGNIFICANT TABLES 


With but one or possibly two exceptions, 
the factors involved in the series of tables 


a 
18 Calculated by Prof. Jane Worcester of the Har- 
vard School of Public Health. 
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to be analyzed are étiologically implicated 
in delinquency generally in that, as shown 
in Unraveling Juvenile Delinquency, they 
do significantly differentiate delinquents 
from non-delinquents en masse; i.e., irre- 
spective of whether or not the mothers were 
gainfully employed. The issue in the 
present monograph is whether the factors 
in question, though found to be already 
established as generally criminogenic, exert 
an especially heavy impact on the lives of 
children of working mothers, the aim being 
to determine the direct and the indirect 
relationship between a mother’s working 
and the delinquency of her children. 
Those factors in which the statistical an- 
alysis has not revealed any difference be- 
tween working mothers and housewives in 
relation to the delinquency of children are 
not adverted to in the text that follows. 
Such factors are listed in the appendix, 


TABLE II 


Boy has some mental pathology * 


however, for the benefit of any readers who 
may be interested and who may wish tò 
make comparable studies of the role of the 
working mother in the genesis of juvenile 
delinquency. 


EMOTIONAL DEVELOPMENT OF 
CHILDREN OF WORKING MOTHERS 
AS RELATED TO DELINQUENCY 


Considering first the relationship of the 
mother’s working to the emotional develop- 
ment of her children, we note that Table 
II shows that more than half of the non- 
delinquents reared by working mothers were 
found to be suffering from some specific 
form of mental pathology (marked insta- 
bility, neuroticism, psychopathy, psychosis), 
as contrasted with 39% of those whose 
mothers were not gainfully employed. How- 
ever, the significance level (P = <.10) sug: 


DELINQUENTS NON-DELINQUENTS DIFFERENCE 

RE URSA SS ES wes EPC I a a 
Total 254 51.6 219 44.4 - -1.2 
Housewife 136 52.1 128 38.8 = 18.3 
Regularly employed 51 50.5 49 53.8 = =a 
Occasionally employed 67 51.5 42 58.3 = —6.8 


SIGNIFICANCE OF DIFFERENCES 


Housewife vs. 

regularly employed - 
Housewife vs. 

occasionally employed = 
Regularly employed vs. 

occasionally employed - 


* Unraveling Juvenile Delinquency, Table XVIII-43. 


334 


<.10 Ca 


Working Mothers and Delinquency 


TABLE Ul 


Boy has emotional conflicts * 


GLUECK AND CLUEPCK 


DELINQUENTS NON-DELINQUENTS DIFFERENCE 
S No. % No. % No, % 
Total 337 74.7 162 37.4 175 37.3 
Housewife 174 74.0 115 39.8 59 M2 
Regularly employed 62 66.0 31 37.8 si 28.2 
Occasionally employed 101 82.8 16 25.8 85 57.0 


a 


SIGNIFICANCE OF DIFFERENCES 


a 


Housewife vs. 

regularly employed a 
Housewife vs. 

occasionally employed r 
Regularly employed vs. 


occasionally employed <-05 


* Unraveling Juvenile Delinquency, Table XIX-4. 


gests caution in relying too heavily on this 
finding. Since a significant variation in the 
incidence of mental pathology is not found 
among the delinquents and the differences 
between delinquents and non-delinquents 
of non-working and of working mothers 
are not sufficiently marked to achieve a 
trustworthy level of significance, it may be 
concluded that while there is some proba- 
bility that the absence of a mother from 
home contributes to the emotional pathol- 
ogy of the children, this pathology appar- 
ently does not exert a selective influence 
on the delinquency of children whose 
mothers work as compared with those whose 
mothers are housewives. 


As shown by Table III, significant varja- 
tion does not exist in the incidence of 
emotional conflicts among non-delinquents 
on the basis of their mothers working or 


= <05 


not. Among the delinquents, however, 
those whose mothers worked irregularly are 
found, to a significantly greater extent than 
the boys of full-time working mothers, to be 
burdened with emotional conflicts. Thus 
it may be inferred that, granted the crimino- 
genic influence contributed by emotional 
conflicts, there occurs an added pressure to 
delinquency on those conflict-burdened 
children whose mothers work sporadically. 
This raises the question of whether or not 
these irregularly employed mothers are a 
different “breed” from those who work 
steadily. Perhaps they are motivated not 
so much by the need to supplement the 
family income as by the urge to escape 
household routines and maternal responsi- 
bility. We leave such speculation at this 
point, taking note as the analysis proceeds 
of other clues to a possible fundamental 
difference between the mothers who work 
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regularly and those who work only occa- 
sionally and irregularly, and we turn to the 
question of deep-seated hostility among 
children of working and of non-working 
mothers. 


Hostility (determined by the Rorschach 
test) is the presence of conscious or uncon- 
scious hatred against others without a 
normal reason for it, usually accompanied 
by a feeling of fear that others are hostile 
to one. Table IV shows that in the case of 
delinquents hostile attitudes were prevalent 
among over three-fourths of them regardless 
of whether the mother worked out or stayed 
at home. Hence it cannot be said that the 
fact of the mother’s working away from 
home is alone responsible for the develop- 
ment of hostile attitudes among children 
and thereby, indirectly, of delinquency. 
Of course, to the extent that a mother's 


TABLE IV 


Boy has deep-seated hostility * 


DELINQUENTS 
No. cA 
Total 337 79.7 
Housewife 180 80.7 
Regularly employed 71 80.7 
Occasionally employed 86 76.8 


SIGNIFICANCE OF DIFFERENCES 


Housewife vs. 

regularly employed - 
Housewife vs. 

occasionally employed = 
Regularly employed vs. 

occasionally employed - 


* Unraveling Juvenile Delinquency, Table XVIII-22, Categories: Marked and Slight. 
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absence from home in outside employm 
contributes to the development of 
attitudes in a boy it is also indirectly 
tributing to his delinquency, even 
there are other reasons for hostility in í 
dren than the fact that the mother ab 
herself from the home. 
There is the further indication in Ta 
IV that the incidence of hostility an 
non-delinquents is significantly higher 
the case of mothers who work occasiona 
than in that of mothers who pres 
spend their full time in domestic an 
ternal duties. Here then we have anol 
clue to the possibility that the mother W 
works only now and then is of a qua 
different from the steadily employed | 
even though this difference need not ne 
sarily be reflected exclusively in a vari 
effect on the delinquency of her child 
It will be seen from Table V that ame 


NON-DELINQUENTS DIFF) 
No. % No. 
202 135 
123 57 
36 35 
43 43 
<.02 <-05 f 


TABLE V 


Boy has defensive attitude * 


Working Mothers and Delinquency 


DELINQUENTS NON-DELINQUENTS DIFFERENCE 

No. % No. % No. * 
Total 243 56.0 187 “5 % ns 
Housewife 137 59.8 n7 41.9 % 17.9 
Regularly employed 38 43.7 4l 51.9 5 8.2 
Occasionally employed 68 57.6 29 46.8 s 10.8 
SIGNIFICANCE OF DIFFERENCES j 

ki 
Housewife vs. 
regularly employed -10 


Housewife vs. 

occasionally employed ot 
Regularly employed vs. 

occasionally employed = 


.05 - by 


OOOO 


* Unraveling Juvenile Delinquency, Table XVUI-26, Categories: Marked and Slight. fin 


non-delinquents a significantly higher pro- 
Portion of boys whose mothers worked regu- 
larly outside the home were pathologically 
defensive than of boys whose mothers spent 
their full time in domestic duties. Among 
delinquents, however, there is a reverse 
trend, though of doubtful statistical sig- 
nificance. 


SUPERVISION OF CHILDREN 
BY WORKING MOTHERS 
AS RELATED TO DELINQUENCY 


_ Turning now to use of leisure time of chil- 
dren as affected by a mother's working, 
We find that Table VI does not show a 
Significant difference, among non-delin- 
quents of working mothers as opposed to 
non-working mothers, in the extent to 
Which they spent their leisure hours at 


home. However, a higher proportion of 
delinquents whose mothers were occasional 
workers occupied their spare time away 
from home than did the sons of either full- 
time housewives or of women regularly em- 
ployed outside the home. Thus the impact 
of a factor shown in Unraveling Juvenile 
Delinquency to differentiate delinquents 
from non-delinquents generally is now re- 
vealed to exert an especially marked influ- 
ence on the delinquency of sons of mothers 
who worked irregularly. 

Perhaps we have in this finding another 
clue to the possibility that mothers who 
work now and then are more largely ani- 
mated by a desire to escape household 
drudgery and family responsibility, with a 
consequent excessively bad effect on the 
children. Such youngsters then look for 
security and affection in companionship 
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among their peers outside the home. The 
full-time working mother, on the other 
hand, appears more likely to provide for the 
leisure hours of her children in the pro- 
tected environment of the home. 


This is further borne out by Table I, 
which was presented at the outset by way of 
illustrating our method of analysis. From 
this it is obvious that there were significant 
differences in the incidence of unsuitable 
supervisory practices as between non-work- 
ing and working mothers; and this is true 
not only of mothers of delinquents but of 
those of non-delinquents as well. It would 
appear that the mothers who worked did 
not provide as adequately for the super- 
vision of their children as those who were 
not employed. It is to be kept in mind 
that these were mothers from families of 


TABLE VI 


low-income levels. While inadequate su- 
pervision is found to be far more prevalent 
among the mothers of delinquents than of 
non-delinquents, it is obvious that the work- 
ing mother who does not provide proper 
oversight for her children during her ab- 
sence from home thereby contributes addi- 
tionally to their delinquency. 

As regards movie attendance, it appears 
to be significantly more excessive among 
boys already delinquent who were the sons 
of working mothers than among those of 
mothers who were not gainfully employed. 
Insofar as the non-delinquents are con- 
cerned, they as a group attend movies far 
less frequently than do the delinquents, re- 
gardless of whether or not their mothers g0 
out to work. The fact that the mother is 
occupied outside the home is thus an inde- 
pendent influence which enhances what- 


Boy spends leisure hours away from home * 


‘ect! dra ae Dic cially a ea tala A Ee Es A E = o- 


DELINQUENTS NON-DELINQUENTS DIFFERENCE 
No. % No. % No. To 
Meera) 2.2.0 oe 2 ge cee en ee O r OOS 
Total 289 58.3 32 6.4 - 51.9 
Housewife 151 57.4 26 7.8 - 49.6 
Regularly employed 50 49.5 4 4.4 = 45.1 
Occasionally employed 88 66.7 2 2.7 = 64.0 
SIGNIFICANCE OF DIFFERENCES 
nia ad Ao se a De CO e IEP Fp ee SRD ON Oh ee 
Housewife vs. 
regularly employed - - f=" 
Housewife vs. 
occasionally employed - = <,10 
Regularly employed vs. 
occasionally employed <.05 = <.05 


© Unraveling Juvenile Delinquency, Table XIII-14. 
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TABLE VII 


GLUECK AND GLUECK 


Boy attends movies three or more times weekly * 


a 


DELINQUENTS NON-DELINQUENTS DIFFERENCE 
No. % No % No. % 
Total 217 44.7 54 10.9 163 33.8 
Housewife 97 38.0 30 9.1 67 28.9 
Regularly employed 54 54.0 16 17.6 38 36.4 
Occasionally employed 66 50.4 8 11.0 58 39.4 
SIGNIFICANCE OF DIFFERENCES 
Be a a ae 
Housewife vs. 
regularly employed <-05 = izi 
Housewife vs. 
occasionally employed <.10 F T 


Regularly employed vs. 
occasionally employed an 


* Unraveling Juvenile Delinquency, Table XIII-12. 


ever relationship there may exist between 
excessive movie attendance and delin- 
quency. 


A further effect on the delinquency of chil- 
dren that appears to be related to the 
mother’s working is seen in Table VIII, 
dealing with the early onset of truancy. 
Truancy cannot in itself necessarily be re- 
garded as definitively causal of delinquency, 
for apart from the fact that to some extent 
it occurs among non-delinquents (Unravel- 
ing Juvenile Delinquency, Table XII-26) 
it often follows (or accompanies) delin- 
prey already embarked upon. Neverthe- 
e as Table VIII shows, early truancy 
ither accompanies delinquency in large 
edd or in some instances reinforces it 
h r previous beginnings of antisocial be- 
avior. It will be seen that avoidance of 


the routine of school attendance at the age 
of 10 or less occurred in 60% of all delin- 
quents, irrespective of whether or not the 
mother worked outside the home. How- 
ever, in the case of delinquents, a higher 
proportion of sons of occasionally employed 
mothers were found to become truant in the 
early school years than sons of mothers 
who were not gainfully employed or of those 
who were regular workers. We can again 
speculate that mothers who work occasion- 
ally are primarily motivated by an urge to 
escape household drudgery and family re- 
sponsibility and that such mothers have an 
adverse effect on their children. The 
child’s sense of security is likely to be 
weakened and his irresponsibility enhanced 
by the sporadic and unpredictable absence 
of a mother from the home. In contrast, 
there is evidence of more adequate and 
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planful arrangement for the care of the 
children and for keeping in touch with 
their school problems by mothers who had 
the capacity for steady employment. 

In regard to the foregoing three factors 
just analyzed, all of which may be reflective 
of or associated with the delinquency of 
children, it can reasonably be concluded 
that sporadically employed mothers by their 
own erraticism (as reflected in irregular 
employment) contribute to or add to the 
already existing internal or external pres- 
sures that make for juvenile delinquency. 


WORKING MOTHERS AND 
INADEQUATE FATHERS 
AS RELATED TO DELINQUENCY 


In the following series of tables we now 
derive some clue as to the main reasons 
why the mothers of the boys whose careers 


TABLE VIII 


Boy began to truant at ten or younger * 


were studied in Unraveling Juvenile Delin- 
quency sought gainful employment. The 
reasons appear to center around economic 
necessity engendered by the irregular em- 
ployment of their husbands; by separation, 
divorce, death or desertion of the principal 
breadwinner; by the incapacity of the hus- 
band because of mental illness. F 
In Table IX we see that, at least as far 
as the boys studied in Unraveling Juvenile 
Delinquency are concerned, job-seeking by — 
the mothers is related to the irregular work — 
habits of their husbands. However, this is — 
not so clearly indicated among the families 
of the non-delinquents as of the delinquents. 
Among the latter we see that the poor work 
habits of the father bear a significant rela 
tionship to the irregular employment of the 
mother, for 73.5% of the delinquent boys 
whose mothers were sporadic workers also 


had fathers whose work habits were poor, 
Siam Cue eo ee A REET Oa Riad a Nee re 


DELINQUENTS 
No % No. EE Mae Sk CO. ANE A N No. A A cient A i No 

Total 299 60.4 14 2.9 285 57. er TT a A a 
Housewife 144 54.7 9 2.7 135 oF RR TRY RU FA e 
Regularly employed 57 56.4 3 3.3 54 53.1 
Occasionally employed 98 74.8 2 2.8 96 72.0 
SIGNIFICANCE OF DIFFERENCES 
Oo i SESS SE A 
Housewife vs. 

regularly employed - A = 
Housewife vs. 

occasionally employed <.02 = <.02 
Regularly employed vs, 

occasionally employed <.05 = <.05 


* Unraveling Juvenile Delinquency, Table XII-27. 
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TABLE IX 


Work habits of father not good * 


DELINQUENTS 

No. yA 
Total 282 62.4 
Housewife 139 57.0 
Regularly employed 57 62.6 
Occasionally employed 86 73.5 


SIGNIFICANCE OF DIFFERENCES 


Housewife vs. 

regularly employed = 
Housewife vs. 

occasionally employed 
Regularly employed vs. 

occasionally employed z 


in contrast with 57% of the delinquents 
whose mothers remained at home as house- 
wives. It would therefore appear that a 
boy both of whose parents are industrial 
i liabilities is more likely to become a de- 
linquent than is one who is not the son 
of such inadequate parents, 

Economic pressure on the mother to con- 
tribute to the family income was caused 
Not only by the industrial incapacity of the 
father but also by his absence from the 
home by reason of death, desertion, separa- 
tion or divorce. In Table X there is evi- 
dence that where homes were broken a 
4 higher proportion of mothers sought regu- 
| lar employment. This is true in the case 
E of both the non-delinquents and the delin- 
ED e Among the latter a significantly 

igher proportion of mothers were em- 
Ployed either regularly or occasionally. The 
absence of the mother in gainful employ- 


. Working Mothers and Delinquency 


GLUECK AND GLUECK 


NON-DELINQUENTS DIFFERENCE 
Pee RSC 
No. % No. % 
132 28.9 1500 33.5 
8125.8 58 SLB 
29 39.2 23 283.4 
2 39 64 46 


EE EEEE 


ee ee ss ee eee 


* Unraveling Juvenile Delinquency, Table 1X-18, Categories: Fair and Poor. 


ment would appear to furnish added pres- 
sures to the circumstances of an already 
broken home in making for delinquency in 
the children. 

Another factor acting as an economic 
pressure on a mother to seek employment 
outside the home is the emotional illness 
of her spouse. The evidence that mothers 
work because of the need created by the 
emotional illness of the husband is cer- 
tainly reflected in the cases in Unraveling 
Juvenile Delinquency. This is now seen 
in the higher proportion of such mothers 
of both delinquents and non-delinquents 
engaged in gainful employment. In the 
case of the non-delinquents it is reflected 
in a higher percentage of mothers working 
regularly, and among the delinquents in the 
significantly greater proportion of mothers 
working occasionally. As far as the rela- 
tionship to delinquency is concerned, it is 
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evident that the combined circumstances of 
emotional disturbance in the father and the 
absence, especially the erratic absence, of 
the mother from home in gainful employ- 
ment contribute to the delinquency of the 
children. 


It is to be borne in mind that all the boys 
who were the subjects of Unraveling Juve- 
nile Delinquency were residents of eco- 
nomically underprivileged areas and that 
by far the greater proportion of both the 
delinquents and their matched non-delin- 
quents were from homes of low economic 
status (i.e, marginal or dependent). In 
such circumstances a mother may have been 
forced to help in the support of the family 
or turn to welfare agencies and relatives for 
assistance. From Table XII we get a clear 
reflection of the influence of economic 
necessity on the working of the mother and 


TABLE X 


Boy reared in broken home * 


reeset A 
DELINQUENTS 


in turn on the delinquency of the children, 
Here we focus on those families which were 
very generally dependent on outside sources 
of support. In the homes of the non-delin 
quents there was relatively little financial 
dependency. However, among the families 
of delinquents who were forced to rely on 
sources of support other than the earni 
within the family a significantly higher pro 
portion of the mothers were only occasion- 
ally rather than regularly employed women; 
and this fact appears to have had some 
bearing on the delinquency of the children. 
In other words, rearing in a home in which 
the income is so insufficient for the family 
as to necessitate supplementation by welfare 
agencies and other sources and in which 
the possible inadequacy of the mother as a 
wage-earner is reflected in her sporadic em- 
ployment appears to have a deleterious 
effect on the children; for a significantly 


NON-DELINQUENTS DIFFERENCE 


No. % No. % No. % 
—_——— FB 
Total 299 60.3 169 34.0 130 2.3 
Housewife 133 50.6 102 30.6 31 20.0 
Regularly employed 74 73.2 41 45.1 3 281l 
Occasionally employed 92 69.7 26 35.6 66 34.1 


SIGNIFICANCE OF DIFFERENCES 


S EE a T G a 


Housewife vs. 
regularly employed 
Housewife vs. 
occasionally employed <.02 
Regularly employed vs. 
occasionally employed - 


ER EN a TE Net SESER a ALT Ee O a 


* Unraveling Juvenile Delinquency, Table XI-8. 
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TABLE XY, s eae i 


Fatheř emotionally disturbed * 


DELINQUENTS NON-DELINQUENTS DIFFERENCE 


No. % No. % No. % 


Regularly employed 48 47.5 25 27.5 23 20.0 
Occasionally employed 71 53.8 16 21.9 55 31.9 


4 


SIGNIFICANCE OF DIFFERENCES 


Housewife vs. 

regularly employed = <-10 = 
Housewife vs. 

occasionally employed <.05 = = 
Regularly employed vs. 

occasionally employed A r F 
ae E NE AAN N SA EEE a aE L 
* Unraveling Juvenile Delinquency, Table IX-10. 


TABLE XII 


' »Family financially dependent * 


DELINQUENTS NON-DELINQUENTS DIFFERENCE 
Sean 
No. % No, % No. % 
Se eat a 
Total 179 36.1 33o 14.7 106 21.4 
BS a eee eeeeee 
Housewife 92 35.0 49 14.7 43 20. i 
Regularly employed 296 2.7 13 «14.8 13 : 
Occasionally employed el 46.2 uo 15.1 50 


H aEmmEEIE (ais Seka ea. 
SIGNIFICANCE OF DIFFERENCES 


ail Uh sae 
Housewife vs. 


regularly employed < ie 4 
Housewife ys, 

occasionally employed 7 F 
Regularly employed vs. 

occasionally employed <-05 re si 


* Unraveling Juvenile Delinquency, Table IX-14. 343 


higher proportion of delinquents stem from 
such homes than from those in which the 
mother either works regularly or remains 
at home full time. 


IRREGULAR MATERNAL 
EMPLOYMENT AS 
RELATED TO DELINQUENCY 


Additional light is thrown on the greater 
inadequacy of mothers who work sporadi- 
cally in the findings in Table XIII that in 
families of delinquent boys a higher propor- 
tion of irregularly employed mothers 
themselves have a history of delinquency 
than do mothers who were either full-time 
housewives or worked regularly. So here 
again we see reflected the special in- 
fluence on the delinquency of children of 
some characteristics of erratically employed 
mothers. 


TABLE XIII 


Mother has history of delinquency * 


prone SA LA AOA le SE ONS) ieee 


DELINQUENTS NON-DELINQUENTS DIFFERENCE 
ote ae O O O Do 
No. % No. %, No. h 
EE E A RE R E O O o o O 
Total 222 = 44.8 75 «IBA 47.7 
Housewife 103 39.2 4 Al 56 al 
Regularly employed 2 a6 14) 16.4 2 202 
Occasionally employed 77 58.8 14 19.2 63 39.1 


SIGNIFICANCE OF DIFFERENCES 


a r N ee Soe A o a 


Housewife vs. 
regularly employed - 
Housewife vs. 


occasionally employed <-02 
Regularly employéd vs. 
occasionally employed <-10 


* Unraveling Juvenile Delinquency, Table IX-10, 
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We can supply one more piece of evi- 
dence about the effect on the delinquency 
of children of mothers who are irregular 
workers. In Table XIV it is shown that 
such women (together with their husbands) 
are, as a group, less self-respecting than 
are those mothers who engage in regul 
employment. This is true not only in f 
lies of delinquents but of non-delinquet 
as well. The significantly greater propor 
tion of delinquents who were reared by 
parents who lacked self-respect and by 
mothers who were unstable workers as op- 
posed to regularly employed mothers ap- 
pears further to reflect a damaging effect 
on the children. 


We already have sufficient evidence to per- 
mit of at least a guarded conclusion that 
the villain among working mothers is the 
one who seems to have some inner need to 
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TABLE XIV 


Parents lack self-respect * 


DELINQUENTS NON-DELINQUENTS DIFFERENCE 
en a Se ee ee S a 
No. % No. % No. % 
Total 215 43.3 48 9.9 167 33.4 
i ee 
Housewife 113 42.9 34 10.5 79 32.4 
Regularly employed 35 34.6 4 4.4 $1 30.2 
Occasionally employed 67 50.8 10 14.1 57 36.7 


i a a eg a 
SIGNIFICANCE OF DIFFERENCES 


ei aN A boris Ch 
Housewife vs. 


regularly employed a a a 
Housewife vs. 

occasionally employed = re F 
Regularly employed vs. 

occasionally employed <.10 <.05 = 


* Unraveling Juvenile Delinquency, Table X-4. 


TABLE Xv 
Mother dominates family affairs * 


S 


DELINQUENTS NON-DELINQUENTS DIFFERENCE 
a A N R e U a a a 
No. % No. % No. % 
ee ee 
Total 237 49.9 242 50.0 6 th Soe 
Housewife 107 425 150 46.2 T R 
Regularly employed 57 59.4 52 59.8 5 jis 
Occasionally employed 73 57.5 40 55.6 33 ` 


pe) PTO oe agi oe Ee N E E 
SIGNIFICANCE OF DIFFERENCES 

O roe N Cae A TE 
Hı 


Ousewife ys, 


regularly employed <.05 vi 
7 Housewife vs, 
Occasionally employed <.05 5 a 
Regularly employed vs. 
occasionally employed m, Ñ F 


eee SS ee 
* Unraveling Juvenile Delinquency, Table X-8. $45 


flit erratically from job to job—probably 
because she finds relief thereby from the 
burden of homemaking and the rearing of 
children. But more of this may come to 
light as we proceed with an analysis of the 
evidence in our data of the effect on family 
life of the mother’s working. 


UNWHOLESOME INFLUENCE OF 
MATERNAL EMPLOYMENT 

ON FAMILY LIFE AS 

RELATED TO DELINQUENCY 


We have thus far directed attention to the 
effect on the delinquency of the children 
of the mother’s working outside the home 
and also to suggestions provided by our 
data as to the reasons why mothers of low- 
income levels work. 

Now we turn to a consideration of the 
effects of the absence of the mother from 


TABLE XVI 


home in gainful employment on the pattern 
of the family life. It was shown in Unravel- 
ing Juvenile Delinquency how crucially im- 
portant a role the breakdown of the family 
matrix plays in the genesis of juvenile delin- 
quency. The question now is to what ex- 
tent a mother’s working contributes to this 
breakdown. 

There are four tables in our series that 
shed some light on this. Incomplete as the 
data are they are nevertheless suggestive, 
for they treat of domination of the home by 
the mother, the effect on the father’s rela- 
tionship to the children when the mother is 
out working, the effect on the relationship 
between the mother and father, and finally 
the effect on the cohesiveness of the family 


group. 


As all these factors except domination of the 
household by the mother were found in Un- 


Father’s discipline of boy is not consistently firm and kindly * 


A ear eae, fod Were Oe Oe ee 


DELINQUENTS NON-DELINQUENTS DIFFERENCE 

DHL KOSI ERMA Teen. 

No. % No. % No. % 

peer 00) = NS eh Re ARE SOS Sane o 
Total 429 94.4 202 44.3 227 ToU 
Housewife 238 94.4 120 38.2 mg 56.2 
Regularly employed 77 90.6 42 54.6 35 36.0 
Occasionally employed 114 96.6 40 61.6 74 35.0 


SIGNIFICANCE OF DIFFERENCES 


SEN OT s EOE AO Se NE i 


Housewife vs. 

regularly employed $ 
Housewife vs. 

occasionally employed - 
Regularly employed vs. 

ocassionally employed - 


<-05 


* Unraveling Juvenile Delinquency, Table X1-22, Categories: Lax, Overstrict and Erratic. 
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TABLE XVII 


Parents are incompatible * 


Working Mothers and Delinquency 


GLUECK AND GLUECK 


DELINQUENTS NON-DELINQUENTS DIFFERENCE 
No. % No. % No. % 
Total 310 63.2 170 34.6 140 28.6 
Housewife 138 52.5 93 28.3 45 24.2 
Regularly employed 77 76.2 43 47.3 34 28.9 
Occasionally employed 95 75.4 34 47.2 61 28.2 
SIGNIFICANCE OF DIFFERENCES 
Housewife vs. 
regularly employed <-02 <.05 = 
Housewife vs. 
ocassionally employed <-02 <.05 i 


Regularly employed vs. 
occasionally employed = 


L TEE AST 
* Unraveling Juvenile Delinquency, Table X-7, Categories: Fair and Poor. 


traveling Juvenile Delinquency to be related 
to delinquency, whatever special bearing the 
i employment of mothers may have on these 
particular aspects of family life may in 
turn be regarded as contributing addition- 
ally to the delinquency of the children. 
First, as regards domination of the house- 
hold by the mother (frequent in the modern 
American family), there is some inkling 
Even in the homes of the non-delinquents 
that a higher proportion of employed 
Mothers play the guiding role in the house- 
hold affairs than do mothers who are not 
aed employed. This is more clearly 
E ent in the homes of the delinquents 
me a greater percentage of both the regu- 
k bee and sporadic workers than 
i w-time housewives dominated the fam- 
y affairs. However, since the total inci- 
Sai of this influence is quite similar 
Ong delinquents and non-delinquents, it 


cannot be said that this is a factor con- 
tributing to delinquency of the children. 

It is clearly evident from the findings 
among the non-delinquents in Table XVI 
that lax, erratic or overstrict discipline of 
the children on the part of the father was 
far more prevalent among the families in 
which the wife went out to work either 
regularly or occasionally than in those in 
which the wife devoted all her time to 
domestic duties. Whether, in the absence 
of the wife, the husband usually tends to be 
more neglectful of the children or less pa- 
tient with them or whether the wife seeks 
escape from the home because of the va- 
garies of her spouse is a moot question. At 
any rate, to the extent that a mother’s ab- 
sence from home in gainful employment 
engenders a father’s inadequate discipline 
of the children the working mother must be 
charged with contributing, albeit indirectly, 
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to the delinquency of her children, Poor 
discipline of the children by the father is 
evidently a very potent factor in delin- 
quency as it occurred in 90% to 97% of all 
the delinquents regardless of whether or not 
the mother worked. 


Whether or not the dissatisfaction of the 
father is visited upon the children because 
the mother is a breadwinner, it is evident 
from Table XVII that the relationship 
existing between him and his working 
spouse was a deteriorating one, in some in- 
stances already reaching open breach. This 
holds true of the parents of the non-delin- 
quents as well as of the delinquents. 

As the incompatibility of parents was 
found in Unraveling Juvenile Delinquency 
to be associated with delinquency, it can be 
concluded that to the extent, in turn, that 
a mother’s working outside the home con- 
tributes to the unstable relationship be- 


TABLE XVII 


Family is not a cohesive unit * 


tween herself and her husband she con 
utes to the delinquency of her child 
must bear in mind, however, that in 
instances she may be in gainful emplo 
outside the home because of the inadeg 
or inability of her spouse to fulfill his 
of the obligations to his family. 


Viewing the family situation as a whe 
terms of the unity or cohesiveness @ 
family life (“all for one, one for all” 
see evidence in Table XVIII that moi 
the homes of working mothers thi 
housewives lack cohesiveness. This 
family unity was found in Unraveling 
venile Delinquency to be highly 
with the delinquency of children. 


So, again, to the extent that the abse 
the mother from home in gainful em 
ment contributes to a weakening © 
family ties, the working mother cal 


DELINQUENTS NON-DELINQUENTS 
No. j No. % No. 

Total 415 83.8 189 $8.1 226 
Housewife 207 78.7 111 33.4 96 
Regularly employed 91 90.1 40 44.0 51 
Occasionally employed 117 89.3 38 52.1 79 g 
SIGNIFICANCE OF DIFFERENCES j 
Housewife vs. 

regularly employed <-05 - 3 
Housewife vs. 

occasionally employed <.05 <.05 
Regularly employed vs. 

occasionally employed - - j 


* Unraveling Juvenile Delinquency, Table X-14, Categories: Some and None. “a 
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charged with contributing to the delin- 
quency of her children, 


DISCUSSION 


The deleterious influence on the family life 
and on the children of the mother’s working 
outside the home has become evident in our 
analysis. As regards the special impact on 
delinquency this too has emerged. There 
is evidence of a differential influence of 
the working mother on family life, on chil- 
_ dren and on delinquency. There is some 
suggestion in our data that these influences 
are more potent when deriving from the 
mother who works sporadically than from 
the regularly employed mother. Actually 
a like proportion of mothers of both delin- 
quents and non-delinquents were found in 
Unraveling Juvenile Delinquency to be reg- 
ularly employed, but among the delinquents 
there was found a higher proportion of 
mothers who worked only irregularly. So 
even in Unraveling Juvenile Delinquency 
We could note that it is the working mother 
of this latter type who exerts the heaviest 
influence on the delinquency of her chil- 
dren. 

There is some suggestion that such moth- 
 €ts are of a different “breed” from women 
who are regularly employed. It may be 
that the sporadically working mother is mo- 
“vated more by the enticement of getting 
away from household drudgery and par- 
ental responsibility than is the mother who 
Works regularly. The latter is seemingly 
More interested in the need or duty of 
Providing a steady addition to the family 
Income, 

As is true of all studies of this kind, the 

dings must be considered tentative. The 
aits and factors included in this analysis 
te only a sample of many other influences 

t may be operative. More detailed 
Studies of the relationship of the working 
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mother to delinquency and to family and 
social malaise are needed. 
That wholesome family life is of crucial 
importance in the building of character, the 
inculcation of basic habits, the development 
of a sense of security and the structuring of 
personality has been so frequently asserted 
in clinical case histories, statistical studies 
and theoretical speculation as to have be 
come a commonplace. There is, of course, 
some difference of opinion as to what 
“wholesome” means. Does it, for example, 
have to do largely with affectional relation- 
ships of parents (especially the mother) to 
children, with problems of 
with methods of discipline, with the effect 
of parental rejection or parental neuroti- 
cism, alcoholism or criminalism, and their 
influence on the growing child, or with 
some or all of these? At all events, the 
central significance of the family matrix for 
the destiny of the child, even apart from 
the problem of delinquency, can nowadays 
no longer be denied. os 
From a practical point of view the issue 
presented by our findings is not a simple 
one. It may be generalized that women 
seek employment outside the home for eco 
nomic reasons. However, in many instances 
there are doubtless more deep-lying and 
subtle motivations. In some cases we are 
confronted with mothers who for intellec 
tual or temperamental reasons cannot or 
will not adequately fulfill the role of moth- 
erhood. This would seem to suggest the 
need of individualization in determining 
how to improve the situation in the homes 
of working mothers. An overall govern- 
mental policy of financial grants to mothers 
is not enough and may even be disadvan- 
tageous in some cases where it is not true 
economic need but rather the desire for the 
latest gadgets to “keep up with the Jones's” 
that may be the propulsive motive. Thus 
not only economic help but educational, 
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psychiatric and spiritual aid as well must be 
called into play in the constructive manage- 
ment of this growing social problem. 
We have limited ourselves to very gen- 
eral suggestions. Our task essentially is to 
present findings growing out of the research 
which was the basis of the volume Unravel- 
ing Juvenile Delinquency. No doubt those 
who are directly concerned with seeking 
programmatic and legislative remedies to 
cope with such dangers as this all-too-inade- 
quate study has pointed to will clothe our 
bare outline with many practical sugges- 
tions. For example, if the greatest danger 
to children derives from the mother who is 
a sporadic worker, such a mother appears 
to be in need of special counseling and her 
family of special attention. 

There are a few more facts that we can 
add from the research reported on in our 
latest volume, Physique and Delinquency. 
In this we made a breakdown by body type 
of the 500 delinquents and 500 non-delin- 
quents encompassed in Unraveling Juvenile 
Delinquency (mesomorphs, endomorphs, 
ectomorphs and the balanced type); and 
this disclosed that so far as the problem of 
working mothers is concerned we need be 
most seriously concerned about ectomorphic 
children. Youngsters of this body type are 
predominantly linear, fragile and sensitive. 
In proportion to their mass they have the 
greatest surface area and hence, according 
to Sheldon, “the greatest sensory exposure to 
the outside world.” 2° Employment of the 
mother outside the home was found to have 
its most potent delinquency-inducing effect 
on ectomorphic youngsters, in contrast with 
those of the other body types.” So, also, 


19 New York, Harper & Brothers, 1956. 

20 See W. Sheldon, et al, The Varieties of Human 
Physique, New York, Harper & Brothers, 1948, 5-7. 
21 Physique and Delinquency, op. cit, 174-75. 

22 [bid., 167, 180, 181, 189, 193, 196, 197, 201, 203. 
23 Ibid., 236, Exhibit 10. 


$50 


ectomorphs tend to react more markedly 
than one or more of the other physique 
types to such unfortunate circumstances in 
their environment as unsuitable supervision 
by the mother, maternal hostility or indif- 
ference to the child, emotional disturbance 
of the father, broken homes, inconsistent, 
overstrict or lax discipline from the father, 
incompatibility between parents, lack of 
family cohesiveness and rearing by a parent 
substitute.” 

In all these respects, then, whatever dam- 
age to the personality and character of chil- 
dren may result from the fact of the moth- 
er’s absenting herself from the home in 
gainful employment is enhanced in the case 
of the particularly vulnerable ectomorphic 
child. For we have learned in Physique 
and Delinquency that children of this body 
build are more sensitive and less stable emo- 
tionally than are boys of other body 
builds.*8 

Here again the evidence suggests that a 
mere mass program of financial subsidy to 
induce necessitous mothers to remain at 
home is not enough. Individualization is | 
called for, both of the child and the family; 
and financial aid must be supplemented by 
assistance in the form of educational, rè- 
ligious and psychotherapeutic guidance. 

Basically, the time is ripe for a reasses® 
ment of the entire situation. As more and 
more enticements in the way of financial - 
gain, excitement and independence from 
the husband are offered married women t0 
lure them from their domestic duties, the 
problem is becoming more widespread an 
acute, It is a problem that should be dis 
cussed freely and frankly in all communities 
by mothers, fathers, clergy, psychiki 
social workers. Only through the venta 
tion of the pros and cons of the problem 
supported by such facts as exist, can @ ae 
vital issue of modern life be dealt W’ 
fairly and constructively. 
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GLUECK AND GLUECK 


Factors in unraveling juvenile delinquency 
significantly differentiating delinquents from non-delinquents 
and to which mother’s working is not found 


to bear a significant relationship * 


(Table number to right of each factor is from Un- 
raveling Juvenile Delinquency) 


PHYSICAL FINDINGS 


Extreme restlessness in early childhood (XIV-2a) 
Enuresis in early childhood (XIV-2b) 
Dermographia (XIV-13a) 


QUALITIES OF INTELLIGENCE 


Power of observation (XVII-4) 

Common sense (XVII-6) 

Tendency to phantasy (XVII-8) 

Methodical approach to problems (XVII-10) 


BASIC CHARACTER STRUCTURE 


Social assertion (XVIII-2) 

Defiance (XVIII-3) 

Submissiveness to authority (XVIII-4) 

Ambivalence to authority (XVIII-5) 

Enhanced feeling of insecurity/anxiety (XVIII-7) 

Feeling of not being wanted or loved (XVIII-8) 

Feeling of not being taken seriously (XVIII-10) 

Feeling of not being recognized or appreciated 
(XVIIT-11) 

Feeling of helplessness or powerlessness (X VIII-12) 

Fear of failure and defeat (XVIII-13) 

Feeling of resentment (XVITL-14) 

Surface contact with others (XVIII-17) 

Suspiciousness (XVIII-23) 

Destructiveness (XVIIT-24) 

Feeling of isolation (X VLII-25) 

Dependence on others (XVIII-27) 


29) 
Feeling of being able to manage own life (XVIII-32) 


Narcissistic trends (XVIII-33) 
P Masochistic trends (XVIII-34) 


Conventionality in ideas, feelings, behavior (XVIII- j 


Receptive (oral) trends X VIII-35) 
Destructive-sadistic trends (X VIII-36) 
Emotional lability (XVIII-37) 
Self-control (XVIII-38) 

Vivacity (XVIII-39) 

Compulsory trends (XVIIT-40) 
Extroversive trends (XVIII-41) 
Psychopathy (XVIII-43c) 


TRAITS OF TEMPERAMENT 


Suggestibility (XIX-1b) 
Inadequacy (XIX-1c) 

Stubbornness (XIX-1d) 
Adventurousness (XIX-le) 

Motor response to stimuli (XIX-1f) 
Emotional stability (XIX-1g) 
Acquisitiveness (XIX-2c) 
Conventionality (XIX-3a) 
Conscientiousness (XIX-3c) 
Practicality (XIX-3d) 


FAMILY BACKGROUND AND ATMOSPHERE 


Cleanliness and neatness of home (VIII-8) 

Father alcoholic (IX-10b) 

Father serious physical ailment (IX-10d) 

Mother alcoholic (IX-10b) 

Mother emotionally disturbed (IX-10g) 

Family's management of income (X-1) 

Routine of household (X-2) 

Ambitiousness of family (X-5) 

Family group recreations (X-11) 

Attitude of parents regarding entertaining children’s 
friends at home (X-12) 


EE 
* This does not necessarily mean that a relationship 


definitely does not exist, but only that it is not re- 
vealed in our data. 
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Provisions for recreation in home (X-13) 

Affection of father for boy (X1-13) 

Affection of mother for boy (XI-14) 

Emotional ties of boy to father (XI-15) 

Emotional ties of boy to mother (XI-17) 

Boy’s estimate of mother’s concern for his welfare 
(XL-19d) 

Mother’s discipline of boy (XI-22b) 

Method of control of boy by father (X1-23c) 

Method of control of boy by mother (XI-23d) 


SCHOOL HISTORY 

Retardation (XII-5) 

Scholarship (XII-10) 

Reading quotient (XII-11) 
Attitude toward school (XII-17) 
Academic ambitions (XII-19) 
Adjustment to schoolmates (XII-21) 
Truancy (XII-26) 


APPENDIX A-2 


USE OF LEISURE AND HABITS 

Household duties (XII1-10) 

Recreational preferences (XIII-11) 

Stealing rides (XIII-13a) 

Keeping late hours (XIII-13b) 

Smoking at early age (XIII-13c) 

Sneaking admissions (XIII-13d) 

Destroying property (XIL-13e) 

Running away from home (XIII-13£) 

Bunking out (XIII-13g) | 

Gambling (XIII-13h) 

Drinking at early age XIII-13i) 

Hanging around street corners (XIII-I4a) 

Seeking recreation in distant nei ghborhoods (XHI- 
14b) 

Using playground (XIII-14d) 

Companionships (XIII-16a) | 

Attitude toward supervised recreation (XIII-20) 

Church attendance (XIII-21) 


Factors in unraveling juvenile delinquency 
not differentiating delinquents from non-delinquents 
and to which mother’s working is not found 


to bear a significant relationship * 


PHYSICAL FINDINGS 


Irregular reflexes (XLV-6a) 
Functional deviations (XIV-6b) 
Sexual underdevelopment (XIV-9a) 
Cyanosis (XIV-13b) 

Tremors (XIV-13c) 

General health (XIV-16) 


* See note to A-l. 


$52 


QUALITIES OF INTELLIGENCE 
Intuition (XVII-7) 


BASIC CHARACTER STRUCTURE 
Feeling of not being taken care of (XVIII-9) 


TRAITS OF TEMPERAMENT 

Preponderance of introversive trends (XVIIL-42) 
Sensitivity (XIX-la) 

FAMILY BACKGROUND 
Nativity of parents (IX-2) 


—— 


HARRY LEVINSON, Pu.D. 


Social action 


for mental health 


Social action for mental health, whether on 
a national, state or local level, may be di- 
vided into five phases: explanation, investi- 
gation, mobilization, legislation and susten- 
tation, 


EXPLANATION 


A problem to be solved must first be recog- 
nized. When the problem is to be solved 
by collective action, then it must be recog- 
nized by those who must act. Thus the first 
Step in social action for mental health is to 
call attention to situations which must be 
remedied—through newspapers, magazines, 
radio, television, pamphlets, speeches and 
other methods of communication. Explana- 
tion may originate from the communica- 
tions medium itself, as in newspaper exposés 
of state hospital conditions, or it may origi- 
nate from the mental health association. 
In Kansas, as in many other states, both 


approaches were used at different times for 
different purposes. The conditions which 
gave rise to the initial reforms of the Kansas 
state hospital system made exciting copy 
for newspapers. As a result at least four 
different newspapers spontaneously under- 
took exposés. These were supplemented by 
pamphlets which highlighted the proposed 
changes. 

Many publications over the country have 
undertaken similar exposés. Most familiar 
is the work of the Baltimore Sun, the Life 


Dr. Levinson, formerly vice-president of the Kansas 
Association for Mental Health and coordinator of 
professional education at Topeka State Hospital, is 
now director of the Menninger Foundation’s divi- 
sion of industrial mental health. He has adapted 
this paper from a presentation to the training con- 
ference for employed staff of state mental health 
associations sponsored jointly by the National Asso- 
ciation for Mental Health and the National Insti- 
tute of Mental Health in New York in August 1953. 
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exposé of 1946 and the writings of Albert 
Deutsch, Albert Q. Maisel, Mrs. Edith 
Stern and others. 

Once the initial echoes of scandal have 
subsided, however, newspaper headlines 
tend to diminish in size. The slow progress 
of actual change has neither the emotional 
impact nor the glamour of the scandal. 
When public interest must be attracted to 
less exciting but nonetheless important is- 
sues, the mental health association or other 
citizens’ groups must often themselves pre- 
pare materials for communications media. 

Four years after the initial surge of re- 
form in Kansas it was necessary to seek 
passage of a constitutional amendment by 
referendum to permit a permanent tax levy 
for state hospital buildings. Without the 
attraction of “hot” news and having given 
considerable attention to the state hospitals 
four years before, newspapers had little in- 
centive to send their own correspondents to 
the hospitals for comprehensive stories. 

Under the sponsorship of the Kansas As- 
sociation for Mental Health a series of five 
stories for newspapers was prepared, one on 
each of the state mental institutions. Each 
was accompanied by a mat with which the 
newspaper could easily and inexpensively 
illustrate the conditions described. From 
an accompanying fact sheet, information for 
editorials was made available. The cost to 
the newspapers was practically nothing, yet 
each could have the satisfaction of helping 
push an important state reform. 

Almost every daily and many weeklies in 
the state used the stories. This series too 
was supplemented by a small pamphlet, 
Stairs to What? distributed widely over the 
state. Total cost for preparing and dis- 
tributing the articles and 250,000 pamphlets 
was less than $1,200, a sum returned by the 
sale of pamphlets to interested organiza- 
tions which distributed them. 

To be effective, association-originated ex- 


354 


planation should be prepared only by per- 
sons who know something about journalism. 
Many such volunteers are available. News- 
paper editors haven’t time to doctor the 
compound verbal fractures of the uniniti- 
ated nor will the average citizen attempt to 
decipher a mass of type or to digest contents 
of a sheaf of mimeographed papers. The 
object of explanation, after all, is to brief 
the citizen, not to bore him. 

The explanation, whether medium-origi- 
nated or association-originated, to be suc 
cessful as a method of preparing for social 
action must encompass certain specifics: (a) 
it must detail the conditions which require 
change, (b) it must contrast these conditions 
with what they should and could be, (c) it 
must explain and interpret the “why” of 
proposed change, especially in the field of 
mental health where the “why” is not often 
readily apparent to the layman, and (d) 
it must be timed so as to immediately pre | 
cede the opportunity for action. 

More than one effort to improve mental 
hospitals has failed dismally because no onè 
indicated specific remedies for the problems 
uncovered. Missouri, for example, built 
excellent occupational therapy facilities m 
its state hospitals to meet an accepted need. 
However, it has no staff to make effective 
use of them. While the need was apparent, 
the method of meeting it was ineffectual. 
Kansas was particularly fortunate in that 
the specific recommendations presented to 
its citizens called for the establishment of & 
training program at the Topeka State Hos 
pital and the employment of enumerate 
personnel. Kansans were repeatedly tol 
that buildings alone could not get patients 
well. This made it impossible to obscure 
the problem with a facade of new buildings- 

The fortunate timing of the Kansas m 
posés in the fall of 1948 made the issue & 
live one for the 1949 legislature. Had BE ! 
been printed six months earlier their 10 


pact would have been considerably dissi- 
pated by the time the legislature convened. 


INVESTIGATION 


Successful explanation usually is followed 
by legislative or executive investigation or 
both. Those who create laws and those 
who must administer them require detailed, 
official and authoritative information upon 
which to predicate change. They cannot 
depend entirely upon explanation directed 
to the public at large, although if explana- 
tion is soundly conceived and logically con- 
cluded it may well become an important 
part of the investigation report. 

Investigation has several values. Usually 
investigation removes the problem from the 
realm of special interest and gives it official 
Tecognition as a problem of government. 
The report of the investigation becomes an 
official public document upon which action 
is to be based. The 1953 report of the 
Kansas legislative council, for instance, con- 
tained an excellent example of a detailed 
blueprint for legislative action concerning 
mental hospitals. The report, incidentally, 
also became another means of calling public 
attention to the problem and a concrete 
Point around which to rally public support. 

Investigative bodies as a rule consult rec- 
ognized experts in mental health, frequently 
representatives of national professional or- 
ganizations. These persons lend weight, 
authority and prestige to the attack on the 
Siven problem as well as indicate recom- 
mendations derived from a consensus of 
their members. Authorities from outside 
the community bring to investigation the 
distilled experiences of other communities 
pe States. Taken together, these contribu- 
tions of the expert add immeasurable im- 
Petus to the movement toward social action 
for mental health. 

The work and report of the investigation 
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are news. Newspapers not only report this 
news but they also often comment upon it 
editorially. Thus explanation is restated 
and amplified. 

At this point the mental health associa- 
tion acts most effectively by standing by. 
This permits those who conduct the inves- 
tigation to call upon the association for 
help as needed. More important, it per- 
mits public attention to be focused exclu- 
sively on the investigation. 


MOBILIZATION 


The process of assembling, organizing and 
guiding large numbers of citizens toward 
a social goal is probably the most complex 
phase of social action. The details involved 
are myriad. 

Having clearly defined a social goal in the 
process of explanation and investigation, 
the mental health association next enlists 
the support of other citizen groups. In 
Kansas this was done by personal contact 
with presidents or legislative chairmen of 
state-wide organizations wherever possible. 
When personal contact was not possible, 
letters were written which clearly described 
the action to be taken and the proposed 
role of the organization whose help was 
being sought: e.g., endorsement of the pro- 
posals, dissemination of information to 
members, etc. Many small groups which 
were unaffiliated were reached by letter 
after they had contributed clothes, games 
and other items to the state hospitals. 

As the front of attack broadens, organiza- 
tions are included which are less familiar 
with mental health problems than the men- 
tal health association is. It becomes in- 
creasingly important therefore that the es- 
sentials of proposed change be stressed again 
and again, together with the important 
arguments which support them. People 
have to know what it is they are trying to 
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change and why. Their knowledge cannot 
be taken for granted. 

Mobilization is the build-up, the tension- 
building period. It is at this point that all 
available media of communication must be 
focused on the problem. Reports of new 
support, endorsement of added organiza- 
tions, the comments of prominent individ- 
uals—all merit publicity. Radio broad- 
casts, television interviews or features, and 
speakers are most effective during this pe- 
riod. Eye-catching but simple broadsides 
should be widely distributed. 

Contacts with newspapers and newspaper 
men which were established in the explana- 
tion phase should be carefully maintained. 
Not only does the association thus keep the 
newspapers informed about the progress of 
its action but also the newspaper men fre- 
quently are able to apprise the association 
of the degree to which its efforts are meeting 
with public interest and acceptance. In 
addition, these contacts will become even 
more important as the effort moves forward 
for reasons which will be outlined below. 

The mobilization phase is also the period 
in which public opinion is crystalized. It 
is from this crystalization that legislators 
learn what their constituents want. Candi- 
dates campaigning for legislative office are 
asked by voters what they will do about 
the problems posed. Those who are al- 
ready in office may well be visited by dele- 
gations of their constituents who will ex- 
plain their personal interest in the action 
taken. 

As mobilization begins to crystalize, vari- 
ous political figures will identify with the 
movement. Others will be willing to iden- 
tify themselves with the proposed action if 
they are encouraged and invited to do so. 
The association is thus able to cooperate 
with key legislators who will be interested 
in remedying conditions. It is extremely 
important to the potential success of the 
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project that political considerations be kept 
in mind in these relationships. 

The raw facts of political life are that 
social action on a legislative level will have 
greater chance for success if: (a) it is sup- 
ported by the administration in power, (b) | 
it is sponsored by the dominant faction in 
the legislative body, (c) it is supported also 
by respected leaders in the minority faction, 
and (d) prior agreement can be reached to 
remove the issue from partisan considera 
tions. 

Political executives or those campaigning 
for executive offices should be consulted 
early in the process of mobilization, not only 
for the purpose of informing them but also 
because such consultation will enable the 
association to assess the degree of interest 
and sophistication of leadership or poten- 
tial leadership. It must be remem 
further that legislative calendars, committee 
action and appropriations are usually con- 
trolled by the administration. Informed 
leaders or potential leaders often will, in 
public statements, commit themselves m 
advance to the action to be taken. Ignored 
leadership can only impede action. S 

Any proposal for action will require in- 
troduction into the legislative body, assig" 
ment to committees, guidance through the 
committees and through debate on the floor, 
and approval of the body and executive: It | 
is important therefore that proposals be | 
sponsored by legislators of both the major 
ity and minority parties who are known an 
respected for their judgment and conser 
vatism. 

To be able to actively push proposed 
legislation, the legislative sponsors must a 
thoroughly briefed. They must be fami f 
iarized with the conditions to be chang? 
and the reasons for change, with the es 
and figures which demonstrate the need for 
change, and with the nature and degre id 
possible opposition. Considerable time # 


effort may be saved if bills embodying the 
proposed action are prepared in advance of 
the legislative session so that those who will 
be responsible for them can become thor- 
oughly acquainted with their provisions and 
thereby be better able to guide them 
through legislative channels. 

In the 1952 Kansas referendum the en- 
dorsement of both major party candidates 
for governor removed the issue from par- 
tisan consideration and eliminated possible 
partisan opposition. Written endorsements 
were obtained by the association from both 
candidates and were publicized widely both 
in the press and in the pamphlet Stairs to 
What? 

On the other hand, at about the same 
time, when sweeping recommendations for 
reforms in state hospitals in Missouri were 
made by a committee of the Republican- 
dominated house of representatives, the 
Democratic-dominated senate rejected them. 
So bitter did the fight become that the 
senate recessed without passing appropria- 
tions bills. Much acrimonious criticism 
flared back and forth between the two 
houses, and finally a Democratic governor 
vetoed most of the proposed advances. 
Progress toward improved mental hospitals 
in Missouri probably was set back ten years. 
Social action for mental health in Missouri 
will be tinged with partisan flavor and heat 
for some time to come. 


LEGISLATION 


The first few weeks after legislative bodies 
convene are devoted to internal organiza- 
tion. This period is something of a vacuum 
for legislators and is usually the only time 
during the session when they have time to 
Spare. In Kansas, particular advantage was 
taken of this opportunity. 

Individual organizations in local commu- 
nities which had shown interest in the To- 
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peka State Hospital by gifts or services were 
invited to send small delegations of about 
five persons each to the hospital. These 
people were taken on an extensive tour of 
the hospital during which specific attention 
was given to those matters on which legisla- 
tive action was to be requested. Each group 
then visited its respective legislators and the 
governor to tell them what they had seen 
and of their interest in the improvement to 
be made. In addition, the activity of each 
group was reported in its hometown news- 
paper. The importance of this first-hand 
grass-roots report can hardly be over-esti- 
mated. 

A variety of groups was represented. One 
was a Knights of Columbus lodge, another 
a mental health association chapter, another 
a committee from a ministerial association, 
another a women’s club, and so on. The 
range of groups indicated that their vested 
interest was that of citizens broadly and not 
one particular segment of the population. 

Although most legislatures have only two 
legally constituted bodies, it is often said 
that there are actually four “houses”: repre- 
sentatives, senators, wives of legislators, and 
lobbyists. In Kansas at least, wives of legis- 
lators form themselves into a social club for 
the duration of the legislative session. The 
volunteers at Topeka State Hospital offered 
their hospitality to the legislative wives and 
divided their guests into small groups. Each 
group was taken on a tour of various parts 
of the hospital during which the volunteers 
described their work, the progress of the 
hospital and the handicaps under which the 
hospital functioned. After the tour the 
volunteers presented entertainment and re- 
freshments. No official of the institution 
even so much as made a welcoming speech 
or was present in any way. It was strictly 
the volunteers’ show. 

Two years later the same project was 
undertaken with equal success. By that 
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time the legislative wives had come to ex- 
pect such an invitation, so the invitation is 
renewed every two years. Improvements 
which have been made in the institution 
between visits are conspicuous to the visitors 
who in turn tell their husbands about them. 
Thus interest in the progress of this institu- 
tion, on the part of this group at least, is 
sustained and continuous. 

Following the visit of the wives, the next 
step was to invite the legislators themselves 
to the hospital. Every day during several 
legislative sessions the writer went to the 
legislature and invited four or five legisla- 
tors to tour the institution. Each group 
spent a minimum of two hours on tour after 
which the visitors were given an opportu- 
nity to ask questions of the superintendent. 
Personal observation of and contact with 
the institution inevitably led to a feeling of 
personal responsibility on the part of the 
legislators, and also to a feeling of pride for 
achievements accomplished. 

Legislative committee chairmen were in- 
vited to send their entire committees to the 
hospital, instead of the usual 2-man sub- 
committees. This move was extremely im- 
portant for the actual work of legislation is 
done in committees. Seldom is there time 
for detailed examination of proposals on 
the legislative floor. The formal recom- 
mendations of committees are most often 
accepted in substance by the legislative 
body, especially when they are free of par- 
tisan considerations. What goes on in com- 
mittees determines the outcome of legisla- 
tive proposals. 

When legislators visited, newspapermen 
were informed so that stories of the visits 
and comments of the legislators could be 
published in hometown newspapers. Many 
legislators wrote newspaper columns for 
their home communities into which they 
a eer 


* Out of print. 
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incorporated the news of the visit and their 
observations about the needs to be met. 

About the time that consideration was 
being given by committees to bills relating 
to the hospital, illustrated pamphlets were 
distributed to the legislators and to civic 
groups over the state. Members of the civic 
groups were reminded that this was the op- 
portune time to write legislators about their 
interest in mental health advances. News- 
papers, supplied with fresh material, were 
encouraged to publish additional explana- 
tion. 

A special word must be said about the 
pamphlets which were used in three legis- 
lative sessions. The three pamphlets were 
A Study in Neglect * produced in 1949 by 
the Kansas State Board of Health, Behind 
These Walls* published in 1951 by the 
Shawnee County Association for Mental 
Health, Topeka, and Doors Are to Open 
presented in 1953 by Topeka State Hos- 
pital. Although because of lack of funds 
the latter two left much to be desired from 
the printing point of view, the construction 
of each was guided by the same principles. 
First, neither the titles nor the covers gave 
away what was inside. Rather, they tended 
to arouse curiosity and cause the pamphlet 
to be opened. This often saved the publica- 
tions from immediate filing in the waste 
basket along with dozens of other pam 
phlets, books and other miscellany a legisla- 
tor gets each day. Second, the latter ak 
pamphlets contained primarily illustrations 
with a minimum of copy. The legislator 
and anyone else for that matter, could ae 
ally see the argument. Copy was abrup 
and emphatic to the point of sharia 
Lastly, each presented the cogent issues t 
be acted upon in definitive summary ome 
coupled with a perspective on the Po 
which had been made. Cost of Behin 
These Walls was about $500 for 2,000 copies 
and for Doors Are to Open about $400. 


have personally observed that even when 
the legislative session was over and legisla- 
tors were dumping drawers of materials 
these pamphlets were often set aside to be 
used for future reference. 

For purposes of committee action, mental 
health associations need to be prepared to 
present expert witnesses, repeat information 
about needs and supply additional statistics. 
Rigid self-censorship is necessary, however, 
for committees have neither the time nor 
the patience for involved explanations or 
complex reasoning. 

Direct constant daily contact with legis- 
latures is imperative. From friendly legisla- 
tors, lobbyists and newspaper men comes a 
constant flow of information on the day-to- 
day progress of the action. Newspaper men, 
especially, hear all kinds of things from all 
kinds of sources. It is at this point that the 
previously established relationships with 
newsmen yield rich rewards. It was from a 
newspaper man, for instance, that we 
learned an economy organization was going 
to exert pressure on the legislature not to 
implement the building fund referendum. 
Before the opposition completed distribu- 
tion of its letters to the legislators the men- 
tal health association was attacking the 
argument in the public press. The opposi- 
tion was defeated almost before it began! 

Such information, plus the careful scan- 
ning of bills as they are introduced, 
amended and passed on, permits the associa- 
tion to discover and deal with sources of 
Opposition, to detect and strengthen weak 
links in its organization, to marshal new 
evidence if the old is inadequate and to 
Catalyze its components into letter-writing, 
Visits or other action if progress lags. Such 
Steps require rapid dissemination of up-to- 
date developments to the components con- 
cerned, 

Several considerations must be kept in 
mind in working with legislators: (a) high 
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pressure produces resentment and resistance, 
(b) factional fights must be carefully 
avoided, and (c) timing is the tight rope of 
all legislative efforts. 

The first consideration is often forgotten 
at high cost. Most legislators are more 
concerned with their self-respect and feeling 
of achievement than they are with whether 
they will be re-elected. At least this is true 
in the writer’s experience. If a legislator is 
not in favor of a given mental health meas- 
ure, this usually means that he has not been 
adequately informed or convinced. In- 
creased efforts to inform and convince will 
pay far more long-range dividends than 
bullying. 

In any legislative body there are factional 
fights. Careful attention to all of the vari- 
ous factions will prevent the mental health 
measures from becoming the baby of any 
one of them and thereby the subject of 
attack or revenge. 

Timing must be constantly in the fore- 
front of all legislative planning. 


SUSTENTATION 


The mental health association’s responsibil- 
ity does not end with the achievement of 
a given goal. It must now sce that the 
action taken is implemented, that changing 
conditions or practices are met and that the 
achievement is not destroyed by subsequent 
counter-action. All too often, once a social 
goal has been achieved, the group which 
sponsored the change rests on its laurels. 
This can have unfortunate results. 

Some months after the 1951 Kansas legis- 
lature adjourned, certain radical adminis- 
trative changes were made in one of the 
Kansas institutions in keeping with the in- 
tent of the legislature and the recommenda- 
tions of those concerned with mental health. 
These changes, however, immediately pro- 
duced negative reactions in the community 
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in which the institution was located. The 
state administration was sharply attacked 
for the steps it had taken. 

At a time when state officials needed the 
support of those who had sought the 
changes, the initiating organization was de- 
mobilized. The administration had to fight 
its battles alone. Fortunately the caliber of 
state officials was such that they did not 
thereafter avoid constructive efforts for 
mental health. But such an experience 
might well have resulted in a reluctance to 
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undertake further progressive changes. A 
program of continuous support will avoid 
such dangers. 

This means that there must be continuous 
explanation and interpretation, a steady 
flow of information about new services 
available to the public, how such services 
may be used or are being used, and periodic 
reports of the effects of the action. Business 
has learned that when you stop advertising 
sales go down. That axiom indeed applies 
to social action for mental health. 


d 


ee 


ALEXANDER SZATMARI, M.D. 


Special mental health 


problems of refugees 


The dramatic revolutionary events in Hun- 
gary and the subsequent mass flight from 
the country towards the West are raising 
Serious problems—not only in economic 
and sociological areas—but also in the area 
of mental health, 
f It is well known that some newly-landed 
immigrants show unhealthy emotional re- 
actions—anxiety, hostility, suspicion, para- 
` Roid attitudes—even when their entry was 
ay by a long stay outside their native 
ty in refugee camps, as was seen after 
World War II. 
aay Current Hungarian immigration is 
"ay different and sharply challenges all 
those who are working with the refugees. 
pre must consider important factors in their 
SaN which might be responsible for 
Otional upsets, Among these is the fact 
a eJ are mostly young men who were 
» Talsed and educated in a totalitarian 


society which is characterized by the so- 
called irrational authority. Under this 
kind of authority, interpersonal relation- 
ships and the human personality are 
forcefully adjusted to their social role. 
They in turn conform to the ever-present 
authority in order to survive. As Erich 
Fromm states, “In order that a society 
should function well, the members of that 
particular society must acquire the kind of 
character which makes them want to act 
the way they have to act. They have to 
desire what objectively is necessary for them 
to do. The outer force has to be replaced 
by inner compulsion.” 

The totalitarian society with its irrational 
authority attempts to break the will, the 


Dr. Szatmari, a neurologist and psychiatrist of 
Toronto, formerly of Budapest, prepared his com- 
ments for the Canadian Mental Health Association. 
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spontaneity and the independence of its 
citizens but as man is not born to be broken 
there is initiated a fight for freedom—for 
freedom to be himself, a human being, and 
not an automaton. What we see in indi- 
viduals can occur in the whole society and 
that is what certainly must have happened 
in Hungary. Otherwise it would be rather 
difficult to understand how people who had 
more or less good positions were the first to 
revolt against authoritarianism—scientists, 
artists, university students. 

The sudden flight into Austria brought 
the countries of the West into a very diffi- 
cult position. They had to make a vast re- 
distribution of people partly because of the 
threat to Austria’s economy and partly be- 
cause of the unstable political situation. 

After World War II people who left their 
country lived for a couple of years in camps 
and had some time for acclimatization to a 
new situation—to think over what they 
wanted, where they would like to go and 
what type of work they would be able to do. 
The Hungarian immigrants, on the other 
hand, have not been in a position to ac 
climatize themselves to the changed situa- 
tion or to understand democratic prin- 
ciples. They do not know really what they 
can expect from a democratic free country 
and they do not know what they are ex- 
pected to give to the country. Suddenly 
they feel totally free—free from persecution, 
free from death—but they are yet unable 
to realize to the full extent what it means, 
especially in the matter of responsibilities. 
Some of them feel that being in a “free 
country” means they can do whatever they 
want. This of course, can create resent- 
ment in those people who are working with 
them. 

The shift from the irrational to the 


362 


rational authority is therefore fraught with 
difficulties. There has to be education and 
adaptation; and if the new circumstances of 
life are not fully explained and illustrated, 
the changeover cannot be smooth, creating 
insecurity and consequent anxiety. When 
they left their country some of them were 
fighting; all of them were received in 
Austria as well as in their new country a 
heroes. It is very difficult to explain to@ 
man who was living in an authoritarian 
society that the the time for being a hero is 
finished, that he now has to be justa simple, 
small member of a society. i 
Another important factor leading to the 
problems created by anxiety is the different 
concept existing in European countries 
about social security. In those countries 
the feeling exists that the state—even @ 
non-Communist state—is responsible for the 
individual's well-being. Even when this 
well-being represents a low level of life the 
presence of state responsibility decreases 
anxiety and concern about one’s future. 
This is not so true in North America, where 
society is based on the principle that a man 
must achieve his own social security by his 
individual initiative, capacities, decision’ 
and application—with very limited prote 
tion from vicissitudes over which he has no 
personal control. Here again adjustment is 
difficult because the change is 50 rapid. 
To summarize these difficulties, I thi 
the following points should be considere 
possible sources of insecurity and anxiety: 
e The time factor for acclimatization. 
e The difficulty in shifting from irrational | 
to rational authority. 
e Reintegration of values. 


© The evaluation of one’s social role. 


——————EO 
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EDITH M. STERN 


She breaks through invisible walls 


With a portable victrola and a touch of the 
hand a dancer named Marian Chace has 
started thousands of mental patients on the 
road to recovery. Going along with her 
day after day as she did her healing work 
at St. Elizabeths Hospital, Washington, 
D. C., I saw seeming miracles occur. Women, 
rigid and remote in catatonic stupor, began 
to move again and even faintly to smile. 
Angry manics, shouting imprecations and 
obscenities at their “voices,” their at- 
tendants and their fellow-patients when we 
came in, quieted down within a very few 
minutes, stopped their restless pacing and 
sudden aimless darting across the floor and 
Joined in group relaxing exercises. Zombie- 
like men, who for years had failed to re- 
spond to all other forms of treatment and 
were sunk deep in silence and apathy, one 
by one rose from the benches on which 
they were listlessly sitting or lying and came 
alive, tossing a ball to music, talking and 
thythmically swinging their arms and legs. 


Marian Chace’s way with mental patients, 
like that of anyone successful in helping 
them, is partly an intangible matter of per- 

@sonality. Radiant and relaxed, gracious 
and mature, she emanates sensitivity and 
understanding. But fortunately the crux 
of her spectacular ability to reach the un- 
reachable, to win over the hostile, to strike 
the spark of life again in the living dead, to 
reassure those so hurt and frightened by 
reality that they dare not let themselves 
move or speak, is both specific and imitable. 
To break through the invisible walls with 
which all psychotics surround themselves to 
keep people away, she uses primitive means 
of communication that go deeper than 


EEE 
Mrs. Stern is well known for her popular magazine 
articles and books on aspects of mental illness and 
health, A new edition of her widely-read Mental 
Ulness—A Guide for the Family, originally pub- 
lished in 1942, appears on Harper & Brothers’ cur- 
rent list. 
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words—rhythm, movement and touch. Old 
and fundamental as humanity itself, simple 
and universal as mothers’ crooning and 
rocking their babies in their arms, these 
catch patients off guard, painlessly crumble 
their defenses, make them more receptive to 
other approaches. Over and over again she 
demonstrates that there is more strength in 
the mentally ill than most of us realize, and 
that they can use it if we do not frighten 
them. 

I went with Marian Chace to a locked 
ward of disturbed women, most of them 
just admitted. “I have no idea what we'll 
run into,” she told me beforehand. “So 
you'd better leave your eyeglasses and ear- 
rings in my office. These patients are 
about as sick as anyone can get; they’re 
quarrelsome and assaultive, and their move- 
ments are quick and unpredictable.” 

But I didn’t have a bit of trouble during 
the hour and a half I sat beside the vic- 
trola. Let a woman approach me lower- 
ingly or suspiciously, all I had to do was 
to smile and say, “I’m a friend of Miss 
Chace’s,” and she would drift quietly away. 
Via a few old-timers on the ward, and the 
hospital grapevine, Miss Chace explained 
to me later, word had got round that she 
was a “safe” person who didn’t intrude, 
didn’t demand anything of you. “I simply 
create an atmosphere in which they are 
free to dance—if and as they wish,” she 
says. 

Nothing could have been less like the 
usual dancing class than the session of 
dance therapy. There was no attempt to 
teach steps or skills, only suggestions to 
make simple movements possible for any- 
one—shaking wrists, or swinging legs, or 
rolling hips. No formation lasted more 
than a few minutes, for these excitable pa- 
tients have no longer concentration span 
than a three-year-old. Sometimes a dozen 
women, sometimes only three or four, 
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moved rhythmically together in a circle, 
Some twirled and whirled all by themselves, 
or with imaginary partners, outside the 
circles. At times there were dancing pairs. 
A pale thin girl with agonized eyes turned 
a chair towards the wall and sat in it with 
her back to the moving figures during most 
of the session; then suddenly she jumped 
up and bending and leaping to calypso 
music joined the others. Shortly before we 
left, a white-capped attendant came in with 
a fresh supply of towels; spontaneously and 
lithely she fell into lively stepping; a pa 
tient put an arm around her waist and the 
two of them danced merrily away together. 
It was all only a little mad, and very gay- 
No one got into a fight, although the num- 
ber of women in felt slippers and one with 
patches on her face evidenced kicking and 
scratching could be anticipated. Not once 
did I hear the screams or tirades or shrill 
conversations with voices typical on such 
wards, The only loud sounds were the 
laughter of women who seemed to be thor- 
oughly enjoying themselves. 

On the surface, the session seemed like 
merely free-for-all activity, apparently aim- 
less recreation. But important things had 
happened to troubled minds. Through 
moving to music—“‘And that’s all dancing 
is,” says Marian Chace—the patients had 
healthfully released sick anger and hatreds. 

One heavy-set middle-aged woman, for in- 
stance, who did nothing but pace during 
the beginning of the session started vigor 
ous bending movements in time to a lusty 
tune. 

“Scrub, scrub, scrub,” she chanted. 

Marian Chace made similar movements 
alongside her, and chimed in with “Scrub, 
scrub, scrub” too. 

Continuing her rhythmic bending from 
the waist, the woman held out her arms an 
simultaneously took big forward ie 
Again Miss Chace, beside her, adapted he 


pantomine. “Scrub, scrub, scrub, and 
pushing a baby carriage,” the woman re- 
marked. “You can do it at the same time.” 

Next she moved her arms round and 
round. “Sometimes you stir the food,” she 
said. Then suddenly she urged, “Put your 
head on my shoulder.” 

Marian Chace did so. The patient put 
her head on Miss Chace’s shoulder and 
grasping her around the waist held her 
close. Responsively Miss Chace put her 
arm around the patient’s waist and the two 
of them moved up and down together, up 
and down, each time going lower with each 
downward dip until they were nearly lying 
on the floor, For a moment I was terrified; 
I thought that the large, irresponsible 
former housewife was going to choke the 
dance therapist. But the minute the music 
stopped she broke her hold, stood up very 
straight and tall, grinned broadly and ex- 
claimed, “Golly, isn’t that a relief!” In- 
deed, her mood remained so amiable that 
she escorted us to the end of the corridor 
as we were leaving and, turning to me, 
graciously complimented me on being such 
a beautiful dancer—although I hadn’t left 
my chair. 

Later Miss Chace interpreted for me what 
had happened. “She was acting out her 
hatred of domestic drudgery. When she 
said ‘Isn’t that a relief!’ she meant that she 
had been close to someone who understands 
her problems and feels as she does. A few 
times more of releasing through body-action 
the feelings she’s still too sick to put into 
words, of wordless assurance that she has a 
congenial friend, and she’ll be accessible to 
verbal psychotherapy with her doctor.” 

On wards where men or women are de- 
pressed and withdrawn, too quiet rather 
than too active, there is little similar, spon- 
taneous plunging into expressive move- 
ment. Here Miss Chace has to draw out, 
Woo, induce participation in even such sim- 
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ple activities as taking slow easy rhythmic 
steps. But wherever she holds the dance 
sessions she uses the sequence of rhythm, 
movement and touch. 

On a ward of depressed women, sitting 
with their eyes fixed on nowhere, standing 
still and stiff against the wall or crouching 
dismally on the floor in doorways, as far 
away as they could get from everyone else 
on the ward, the first records Marian Chace 
plays are attuned to the prevailing sad 
slow mood. Then she begins to circulate 
about the day-room, gracefully undulating, 
swaying, as she approaches one silent sick 
individual after another. With a warm, 
gentle “Won't you dance with us? We 
need you,” or wordlessly, she holds out her 
arms, not high, so they do not seem threat- 
ening. I saw woman after woman begin 
stiffly and tentatively to move rhythmically 
too, then put out her hands and timorously, 
slowly place them in the dance therapist's. 

As a step toward recovery a mental pa- 
tient’s willingness to hold hands can be as 
momentous as a baby’s first word in the 
process of growing up. “Psychotics don’t 
want to be touched” is a truism in mental 
hospitals. “I never take patients’ hands,” 
says Marian Chace. “I let them take mine, 
when they are ready through their response 
to music and movement.” 

And she can tell when they are ready, she 
maintains, not through second sight nor 
some mysterious kind of intuition, but be- 
cause of her training as a dancer. As all of 
us can judge roughly the way normal peo- 
ple feel through their facial expressions or 
tone of voice, so she can gauge to a fine 
point whether or not patients want to make 
contact with her by their bodies, by the way 
they sit or stand, pull back a little or lean 
slightly forward, whether their muscles are 
tense or relaxed. 

Observing her at work, questioning her, 
learning from her, with her permission I 
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tried out for myself some or her wordless 
technique of invisible wall break-through. 
The first time, on a men’s ward, I started 
out all right but then made a mistake. I 
managed to draw into the dancing a mid- 
dle-aged man, very busy shaking his fist at 
his voices and moving his lips silently at 
them. I had swayed before him, a little 
distance away, holding out my hands in 
wordless invitation. The fist opened and he 
placed his right hand in mine. Then his 
left hand which had been up in the air, 
moved slowly down to my shoulder. I 
neither drew back nor moved forward, thus 
communicating—as I had learned from 
Miss Chace one must—that I was neither 
fearful nor trying to impose myself on him. 
Apparently he felt safe, for his other hand 
moved into mine too, and I had a moment 
of triumph when we did some simple steps 
together. But it did not last long. All of 
a sudden the hands pulled away, not an- 
grily, only in a gesture of “Leave me alone 
now, I’ve had enough,” and he returned to 
acting on his delusions. 


“What did I do wrong? What would 
you have done?” I asked Miss Chace later. 

“From reading and experience I'd have 
known he was too sick to sustain any but 
the briefest contact,” she said, “but even if 
I hadn’t I could have told by the tension 
of his handclasp when it was time to leave 
him before he left me.” 

Next time, on a woman’s ward, I was able 
to do better. The patient was an angry- 
looking woman who when we entered was 
cursing and shouting furiously, “They've 
been sticking pins in my behind!” 

Marian Chace promptly adapted her 
mood. “Well,” she said indignantly, stand- 
ing hand on hips, belligerently before the 
patient, “that’s what they did to you, did 
they!” 

Somewhat mollified by this evidence of 
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fellow-feeling, the patient retorted a bit 
less angrily, “They sure did!” 

“Well, it must have been good for you, 
or they wouldn’t have,” Marian Chace con- 
tinued casually, “and dancing will be good 
for you too, so won’t you do it with us?” 


Without another word the woman arose, 
put her hands in Marian Chace’s and 
started a stately minuet-type dance. Free- 
ing Miss Chace to get in other dancers, I 
took her over. I had learned that one does 
not attempt to determine the type of danc- 
ing; one goes along with what the patient 
indicates. So we held our clasped hands 
high, pirouetted gravely and made deep 
curtsies to each other like two grand ladies. 
Dignified, and wordlessly accorded dignity, 
the patient’s hostile expression changed to 
one of serene and lofty satisfaction, and 
everything seemed to be going fine until I 
felt her hand begin to tighten around my 
wrist. I dropped it promptly, leaving her 
free to go stepping off by herself, and we 
therefore remained friends. Much later in 
the session, in the midst of releasing anger 
by banging the palms of her hands savagely 
on the floor in time to lively music, she 
paused for a moment to give me a good- 
natured wink, 

The first few patients are the hardest to 
get started. As the sessions go on a kind 
of contagion develops, and more and more 
join in unasked. Miss Chace bides her 
time with those who remain aloof through 
two, three or more sessions; she never urges; 
is never importunate, never puts anyone 
in the position of seeming to turn her down. 
In this permissive atmosphere, a softening- 
up occurs even in those most fearful, most 
locked-in, most suspicious. One old lady, 
after weeks of silent watching, finally e0- 
tered the hand-holding circle. “I'm gla 
you're with us,” Marian Chace pine 
her. “Why, Miss Chace,” the old lady 


answered reproachfully, “I've been with 
you all the time!” 

The difference between two sessions on 
the same ward, a week apart, was amazing. 
At the first, only about a dozen danced at 
all, never more than three or four together. 
At the second, not only were there more 
than twice as many participants, but a 
group spirit had been born. The patients 
were clearly more aware of one another, at 
times reaching for each other’s hands, get- 
ting hangers-back into the circle. 

I attended a dance session for women 
with whom Miss Chace had worked more 
frequently. There I had the sense of a 
group which had really jelled. Most of the 
women danced as if they felt common aims 
and interests and companionship. 


Many of this “Dance Group,” as by their 
own wish they are known, are young schizo- 
phrenics who realize that they are malad- 
justed, consciously want help, but can’t take 
Straight, super-imposed advice, They tend 
to talk in a roundabout way rather than 
directly, in poetic symbols rather than in 
facts. For instance, to conyey that she is 
troubled, a girl may say, “I’m in a boat, 
rocking in rough water” or that she is 
disastrously inhibited, “You can learn a lot 
from babies—they’re all exposed; they 
don’t hold anything within themselves.” 
With indirection similar to theirs Miss 
Chace uses words as a supplement to body 
action, 

For instance, when she wanted the group 
to realize that they had mastery over their 
bodies, would feel more self-confident if 
they acted more self-confident, she played 
a tango record and told how Argentinian 
girls are taught to stand straight and proud. 
“Now let's be like Argentinians,” she sug- 
gested. Hunched shoulders straightened, 
dejected heads went high, as the women ad- 
libbed to the music. ‘Humph,” one of 
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them remarked, “we're from a depressed 
and suicidal ward, but we certainly don’t 
look it now, do we?” 

To a stimulating tune Miss Chace said, 
“Make your hands into fists and then let 
go!” Most in the circle hit out energeti- 
cally at an invisible antagonist, but to one, 
moving her arms inwards, she commented 
smilingly, “Why beat yourself?” And she 
subtly gave insight into other unuttered 
feelings through a neck-bending exercise. 
“Way back,” she urged. “Oh, way back! 
Fine! Some people are afraid to put their 
necks back—they feel vulnerable.” Another 
dance movement, to a waltz, involved wide 
sweeps of the arms. “Take love into your- 
self,” said Miss Chace, dancing as if she 
were doing exactly that, “then you can give 
it out again.” 

She continually encourages the group to 
make its own interpretations of bodily mo- 
tions with such questions as “What does 
this remind you of?” or “What shall we do 
now?” “Walk through a large room, to 
people you like and who like you,” a 
slender blonde proposed. “All right, go 
towards those friendly people,” Miss Chace 
took her up. “Walk not thinking of your- 
self but of them. That’s it! Good! Funny 
how differently you move when you really 
want to get somewhere, isn’t it?” 


Out of the Dance Group has developed 
group dramatics. The patients always de- 
termined their own dance activities, like 
parties or decorating the dance room. But 
even so in the spring of 1954 Miss Chace 
was somewhat startled, after having been 
away two weeks, to be greeted with a new 
kind of request. 

“We want to do a show about a group 
of women living together and the funny and 
painful things that happen to them,” the 
girl acting as spokesman for the group an- 
nounced. “Since we're all living together 
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in a mental hospital, we want to do it about 
that. We can dream, too, and we do—and 
since our dreams include men, of course, 
may we invite them to join us?” 

The outcome was a patient-written, pa- 
tient-produced and patient-acted satire with 
music and dancing, “Hotel St. Elizabeths.” 
It had five pairs of scenes, the first showing 
the realities of hospital life, like the lack 
of privacy in a dormitory, the second wish- 
ful thinking—a luxurious boudoir, com- 
plete with lady’s maid and lover. Popular 
songs were parodied: 

“I hear voices and there’s no one there 

I see visions floating in the air 

I have nightmares in the daylight glare 
I wonder why, I wonder why. 
Schizophrenia is new to me, 

I’m a double personality 

Doctors say one’s enough for me, 

I wonder why, I wonder why.” 


and “We are poor little girls with our minds 
awry.” 

The group did its own encouraging. One 
woman, with consummate patience, taught 
an awkward man to tango with her. It 
also did its own disciplining. The group 
won over and toned down a difficult male 
patient who had been ejected from every 
hospital recreational activity; he always 
wanted to be the whole show and in the 
band, for example, had insisted on playing 
so loud that he drowned out everyone else. 

Other patients besides the cast took part 
in the production. One girl who had sat 
aloof at rehearsals after two weeks offered 
to be script girl and made many helpful 
suggestions. Old ladies on geriatric wards 
made leis for a Hawaiian scene; costumes 
were sewed in the occupational therapy 
workshop. Altogether, so successful and 
therapeutic was the project that the hos- 
pital administration requested the Dance 
Group to create a pageant on the life of 
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Dorothea Lynde Dix, St. Elizabeths founder, 
for the centennial celebration in May 1955, 
For months beforehand the St. Elizabeths 
Players—as the Dance Group now chose to 
call itself—worked, together with many 
other patients from various wards, on an 
ambitious production, “Cry of Humanity.” 
Part play, part pageant, part ballet, run- 
ning three hours, it held successive au- 
diences of invited distinguished guests, 
patients, patients’ relatives, the Mental Hos- 
pital Institute and the general public spell- 
bound. Moving, remarkably dramatic and 
finished, it portrayed patients’ own inter- 
pretation of Dorothea Dix’s life and works 
and the problems of the mentally ill. They 
themselves, under Marian Chace’s direc 
tion, did the research, wrote the script, 
structured the ballets. They chose the cast, 
after try-outs; they made the scenery and 
costumes; they scrubbed the stage. 

Some of the cast were under indictments. 
Some, when they were off-stage, conversed 
volubly with their voices. Few were al- 
lowed to go about unattended. Old-timers 
from a male chronic ward formed a chorus. 
The cast was constantly in flux as substitu- 
tions were made for those who left the hos- 
pital to go home. Yet through the whole 
long period of preparation and seven per 
formances, I was told, there was less bicker- 
ing, fewer emotional upsets or untoward in- 
cidents, than in the course of the usual 
amateur show. 

On May 15, 1955 scenes from “Cry of 
Humanity” were televised from film on the 
March of Medicine program. One was 
Dorothea Dix’s visit to the jail where she 
first saw demented, half-clad, half-starved 
women kept in cages like wild animals; 
with chilling realism 20th century patients 
enacted what they would have been in the 
19th. One was a ballet of her dreams, an- 
other her impassioned plea to the Massa- 
chusetts legislators. During the shooting 


the patients’ endurance and composure 
never flagged for long, grueling days. Over 
and over they had to be under blinding 
lights, repeat the same lines, keep quiet 
when necessary. ‘This self-control, this 
working together for a common end, came 
from people so turned in on themselves, so 
unable to give and take, that they needed 
care in a mental hospital! 

“And it all grew out of dancing,” says 
Marian Chace. Other patient-conceived 
and created dramatic and dance produc- 
tions, under her direction, followed “Cry 
of Humanity.” “The Skitsofrolics’ was a 
Satire on various phases of hospital treat- 
ment. In “Free Horizons,” first presented 
May 1, 1957, the theme of mental illness 
was broadened to that of loneliness in the 
outside world; the protagonist is a Hun- 
garian seeking the place in the United 
States where he will find himself at home. 
After this, Miss Chace says frankly, she does 
not know what the patients will develop as 
they literally move towards health. 

Indeed her whole life has been a progres- 
sion of one thing leading to the larger next. 
A successful concert dancer and choreog- 
tapher, she never expected to be a full- 
fledged staff member of a mental hospital’s 
Psychotherapy branch. 

Marian Chace was born in Providence, 
R. I., in 1896, of an old family with intel- 
lectual and Puritan traditions. She at- 
tended Brown University, then moved with 
her family to Washington. There she met 
and fell in love with a handsome young 
dancer named Lester Shafer, who urged her 
to study where he did, at the Denishawn 
School in New York. Ruth St. Denis and 
her husband, Ted Shawn, its directors, 
taught all forms of the dance except tap 
and ballroom, and the school was ascetically 
dedicated to the art of the dance. Students 
had to eat frugally, keep regular hours, were 
not allowed to smoke or drink. 
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Marian loved to dance, and together with 
Shafer to create dance forms. Offered a 
vaudeville tour, they decided to make it 
a wedding trip and then settled in Los 
Angeles, where their golden-haired daughter 
was born. Six weeks later Marian was 
dancing again, and soon afterwards she and 
her husband went on tour with the Den- 
ishawn dancers as part of the Ziegfeld Fol- 
lies. Beautiful, and wearing costumes well, 
Marian served as a show girl besides danc- 
ing with the Denishawn troupe. Even 
after the couple had opened a Denishawn 
branch in Washington, she remained a per- 
former, a creator of dance arrangements, 
rather than a teacher. She taught primarily 
to develop skilled dancers—some of whom 
went on to Broadway—to dance before large 
audiences with her. 

Many students continued to come for les- 
sons, however, who lacked the stuff to be- 
come artists, would never make the grade 
as professional dancers, and knew it. She 
began to wonder why. What satisfaction 
did they get from dancing? In 1938 she got 
an inkling of the answer. Shafer and she 
had been separated; she was continuing the 
school alone and was engaged, as a kind of 
frill, to give weekly dancing lessons to chil-- 
dren in a Maryland boarding school. Most 
of the youngsters were from broken homes; 
they were upset, maladjusted, obstreperous. 
Miss Chace noted that hair-pullings, crying 
and rudeness stopped almost miraculously 
during group dancing; that often the most 
rebellious child, feeling he had a part to 
play, had leadership qualities before used 
only for mischief-making. Interest in the 
emotional values of dancing led her to vol- 
unteer the next summer at the National 
Training School for Girls, the next at an 
orphanage. 

Nevertheless others recognized her unique 
therapeutic skill before she realized it her- 
self. Her school began to be known as a 
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place where you could dance away difficul- 
ties. Pediatricians and orthopedists whose 
own little girls had been in her beginners’ 
classes sent small patients to become better 
adjusted emotionally, to improve in coor- 
dination. . Jittery government workers at- 
tended evening classes to relax and gain 
self-confidence. A lawyer danced himself 
out of stuttering. In 1939-40 Miss Chace 
was asked to conduct a seminar for D. C. 
teachers of exceptional children. 

Her move to St, Elizabeths in 1942 was 
almost a happy accident. “I think you'd 
be wonderful with mental patients,” said 
the mother of one of her child-pupils. 
“Have you ever worked with them?” Mar- 
ian Chace said no, but she’d love to try. 

She began as a part-time volunteer with 
the Red Cross. Very quickly she had such 
astounding results with patients that she 
was spotted as providing not merely recrea- 
tion but a true though unorthodox form 
of psychotherapy, and in 1944 she was asked 
to come full-time on the Red Cross payroll. 
Giving up her school with a pang, except 
for one advanced class which she retains to 
this day, she devoted herself to psychoneu- 
rotic veterans. In 1947 Red Cross funds 
were cut off. But Dr. Winfred Overholser, 
St. Elizabeths progressive superintendent, 
wasn’t going to let Miss Chace go. He 
transferred her to the regular staff payroll. 

Neither Dr, Overholser nor anyone else 
could tell me how many of the hundreds 
of men and women who after an average 
stay of less than a year and a half leave 
St. Elizabeths each year to live again in the 
community owe their discharge directly to 
Miss Chace. St. Elizabeths affords many 
other treatments besides dance therapy— 
among them drugs, verbal group psycho- 
therapy, occupational and recreational ther- 
apy, hydrotherapy—and it is impossible to 
evaluate the contribution of each. “But I 
can say this,” Dr. Overholser declared. 
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“Marian Chace has made the initial dent 
in many, some of them resistive to all other 
forms of treatment.” 

Today at St. Elizabeths dance therapy is 
one of the first activities offered to new 
patients, and with the psychiatrists Marian 
Chace participates in staff conferences. 
Since she has been at St. Elizabeths she has 
studied at the Washington School of Psy- 
chiatry. She teaches nurses, psychologists, 
student nurses and student chaplains as part 
of the hospital's training program. 

Many other mental hospitals—state, pri- 
vate and VA—have invited her to demon- 
strate for them. She has taken part in 
numerous national psychiatric and music 
therapists’ conferences, has spoken on dance 
therapy before audiences with strings of de- 
grees, written on “non-verbal communica: 
tion” in learned journals. 


Others, says Miss Chace, can learn to do 
dance therapy; women who have trained 
with her have already launched it in state 
hospitals in Iowa and Colorado, at the VA 
Hospital in Battle Creek, Mich. One must, 
in the first place, be a dancer; otherwise, on 
the one hand patients will react adversely to 
the therapist's lack of bodily control, of 
flexibility, of balance, of easy movement, 
and on the other the therapist will be un- 
able fully to recognize the significance of 
their movements, detect slight, unobvious 
muscular tensions. Second, one must really 
like people and accept them as they ar 
meet them always with respect, as equals. 
But even without the services of a real 
dance therapist, she says, tens of thousands 
of patients now deteriorating in wretche 
idleness in mental hospitals all over the 
United States would benefit by en 
dance periods arranged by nurses and of 
tendants. All they need to do is to p ay 
dance music, indicate their own reali 
to dance, and let the patients engage in fr 


in —_ —- 


movement, for a little while to feel joy and 
peace. 

In fact, Marian Chace believes from the 
bottom of her heart and experience, we'd 
all do well to get over the repressions, the 
inhibitions, the self-consciousness which our 
civilization has put on the impulse to make 
rhythmic movements, to dance. “Why does 
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practically everyone look sheepish when I 
ask, ‘Do you ever turn on the radio or 
phonograph and dance when you're all by 
yourself?’ ” she says with a twinkle in her 
eye. “After all, our most easily available, 
least expensive, freest means of healthful 
self-expression and emotional release are 
our own bodies.” 
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A traveling child guidance clinic which 
functions only two days a month in a dis- 
tant rural community certainly cannot op- 
erate in the same manner as a permanently 
located clinic. Upon this simple truth may 
rest the difference between the failure or 
success of a traveling clinic. Staff members 
of permanently located child guidance 
clinics frequently find their ingenuity tested 
in a shift from the comfortable daily rou- 
tines of an established situation to the vicis- 
situdes of pioneering. 


The authors are in the Utah Child Guidance Center 
and departments of psychiatry and pediatrics of the 
University of Utah College of Medicine. Their 
original clinical investigations were supported in 
part by grants-in-aid from the U. S. Children’s Bu- 
reau and the division of maternal and child health 
of the Utah State Department of Health. This 
paper was presented before the March 1956 meeting 
of the American Orthopsychiatric Association. 
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In the spring of 1954 the staff of the 
Utah Child Guidance Center was called 
upon to establish a traveling clinic for thg 
four southern counties of Utah. The cen 
ter in Salt Lake City was organized within 
the departments of psychiatry and pediatric, 
of the University of Utah Medical College 
to provide psychiatric service for children 
from all parts of the state and from borac 
ing states lacking similar services. Until 
recently it was the only full-time adequately 
staffed child guidance clinic in the Inter 
mountain West, a vast geographic area © 
tending from the Rocky Mountains to An 
fornia. This lone unit attempted to prove” 
psychiatric service wherever needed, but S 
receive help it was necessary for the 
and his parents to come to Salt Lake 
For some this meant a round trip of 
miles. d 

It was not too difficult to accompli 


chiatric evaluations of children no matter 
how far the distance. Appointments for 
psychiatric examination, psychological test- 
ing and social work intake procedures were 
arranged so that a fairly complete study 
could take place in a brief period of time. 
The patient and his parents stayed at a 
convenient motel during the 2-day evalua- 
tion sessions. Then the patient's problems 
were discussed with the parents and sug- 
gestions were made for parental and com- 
munity help. Treatment on a regularly 
scheduled basis was usually impossible. 
Economic limitations and adverse forces of 
nature seem to make impossible a weekly 
treatment regime when round trip travel 
of more than 200 miles is involved. 

Obviously the great need of this area was 
for strategically located child guidance 
clinics which could provide treatment as 
well as evaluation services. For this to be- 
come a future reality, any beginning proj- 
ects with a part-time clinic would have to 
be well planned and well executed so that 
its worth would immediately be recognized 
and acknowledged. The value of a clinic is 
measured in terms of treatment successes, 
not diagnostic or evaluative skills. 

In our southern Utah venture we were 
impaled upon this dilemma. To succeed 
we needed to treat. Treatment of children 
on the basis of one psychotherapeutic ses- 
sion per month is generally considered in- 
effective. Now it became painfully appar- 
ent that a traveling clinic must operate 
differently. Perhaps our approach to treat- 
ment would have to be drastically revised. 

If we could not treat then it might be 
Wise to enlist the aid of all available com- 
munity agencies and facilities to carry on 
“treatment” in our absence. Our Colorado 
neighbors, the real pioneers in traveling 
clinics (1, 2), found community cooperation 
to be of crucial importance. Maybe we 
would be able to treat if we could make 
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psychotherapeutic “aides” of the people 
who would have most contact with the 
patients from month to month. 

Although the first clinic session was not 
to be held until September, in July the 
traveling team made a trip to the major city 
in southern Utah to meet with representa. 
tives of the various towns and counties of 
the area, The executive committee of the 
Southern Utah Mental Health Association 
became the local organizing sponsor, with 
the local public health nurse playing a key 
role in scheduling the meetings. Repre- 
sentatives of the schools, churches, social 
and legal agencies attended. Also present 
were public health nurses, physicians and 
interested citizens. A representative advi- 
sory board was organized to advise on policy 
and program. 

In our preliminary meetings we first tried 
to find out what these citizens expected a 
child guidance clinic would do for them. 
Although they had no well formulated 
ideas of clinic functioning, each one re- 
ported a need for help with particular child 
adjustment problems. ys 

We described the varieties of personality 
problems with which we might be of most 
help. To orient and to revise realistically 
the community's expectations about what 
we could accomplish, we carefully explained 
why we could be of little direct help, for 
example, to the mentally retarded child or 
to the confirmed anti-social character. With 
the settling of some technical details, the 
traveling clinic became a reality. 

In the September clinic few patients 
were seen; most of the time was reserved for 
the people who would have close contact 
with the patients in our absence. Live ex- 
amples were now available and specific, con- 
crete suggestions could be made. For ex- 
ample, we talked with a teacher who was at 
her wit's end over a child who constantly 
seemed to disrupt her 2-grade class with 
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“dirty” talk. When we agreed that such 
behavior was intolerable in a classroom sit- 
uation, she began to tell us how she might 
cope with the problem. Time and again 
there were situations which we felt no 
teacher should be asked to tolerate. Some- 
times we felt we were merely endorsing 
and supporting commonsense but the effect 
of sympathetic encouragement was often 
remarkable. Time and again teachers rose 
to the challenge with solutions to problems 
which left the clinic team feeling humble. 

Because of a limitation of funds and per- 
sonnel and because of our desire to work 
closely with community agencies we de- 
cided initially to start with an incomplete 
psychiatric team. While we were aware of 
the considerable lack of trained social work- 
ers in this sparsely settled area, we knew 
that the public health nursing service was 
well organized and efficient. It was decided 
to use this group and the very few public 
welfare workers as our principle liaison with 
the community. With this local nucleus it 
was felt that a psychiatrist and a psychol- 
ogist might afford the most effective service. 
This abbreviated team wished many times 
for the services of a trained, skilled resident 
psychiatric social worker. 

Both the psychiatrist and the psychologist 
needed to make definite shifts in their usual 
clinical approach. Each began to assess his 
own effectiveness with the critical eye of an 
efficiency expert. Usually the psychiatrist 
saw the parent or parents for an hour in- 
take to supplement the historical data al- 
ready obtained by the public health nurse; 
at the end of this time he expected the psy- 
chologist to provide verbally an evaluation 
of the child from his test findings. To do 
this the psychologist had to make a rather 
drastic change from his lengthy and leis- 
urely testing procedure (3). Fortunately 
the psychiatrist and the psychologist had 
worked together closely for four years and 
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did not find excessive these demands | 
rapid evaluation and communication. Du 
ing these brief conferences they made ten 
tive treatment plans subject only to 
later modifications which might arise fr 
the psychiatrist's evaluation of the ch 
Then alone, or with the psychologist, t 
psychiatrist acquainted the parents with 
findings and gave them counsel. Tht 
sults were discussed with the teacher 
suggestions were made for coping W 
school problems. If the public health nw 
could play a role in the total situation, h 
assistance was solicited. In a like 
any person in the community who mig 
of assistance was sought out and 
into service. The decision for further ps 
chotherapy sessions was also made at t 
time. 
A brief case report might best i 
our working procedures: Connie, a p 
15-year-old girl, was referred to the 


who had noted that she was da un 
a great deal and that her school work W 
beginning to suffer. It was reported ti 
she was withdrawing from social con 
She was brought to the clinic by her 
parents, who demonstrated some annoyal® 
that they were being involved. 


On the first visit the psychiatrist saw 
foster parents in a joint session and tt 
each one separately. In giving the hi 
the foster mother carried the conversa! 
She demonstrated considerable ambive 
about keeping Connie, pointing out 
numerous faults, many of which app 
to be well within the “normal adoles 
range. It was learned that Connie 
been taken from her mother about five 
before because her mother was consi 
an unfit parent. Her mother had 
divorced earlier from an alcoholic h 
Connie was placed in a series of 


homes for periods ranging from two weeks 
to 18 months. In each instance but one, 
the moves were made because of conditions 
in the foster home and not because of the 
behavior of the child. Two years ago when 
another foster home failed the present 
foster parents were prevailed upon to take 
Connie into their home. Connie’s older 
brother had lived with them from the time 
the court took the children from their 
mother. Connie's stay had been on a “tem- 
porary” basis, subject to the social agency's 
success in finding another home for her. 
The family constellation, then, was made 
up of the foster parents, the patient's older 
brother, the patient and a 10-year-old foster 
sister who had been adopted as an infant 
by the foster parents. It was because of 
this daughter that the foster parents did not 
take Connie when they took her brother. 

The foster mother’s chief concern seemed 
to be that the community might think 
poorly of her because of Connie and her 
background. The foster father expressed 
the feeling that his wife was unduly con- 
cerned. He felt they were helping the girl 
and that despite his wife's vacillation they 
would keep her since they both liked her. 
The foster mother appeared to resent the 
ease with which her husband achieved his 
understanding of Connie. 

In the three succeeding monthly sessions 
With the foster mother she was helped to see 
how her own emotional involvement made 
her over-sensitive to community opinion. 
A more realistic appraisal of the situation 
made it apparent that the people she knew 
felt she had helped the girl and admired her 
for it. The mother gradually began to 
understand better the meaning of some of 
Connie’s behavior. She could see that 
Connie’s rebellion and acting out reflected 
both her interest and security in the home 
as well as her difficulties. She could accept 
Connie’s threats to leave as tests to deter- 
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mine whether she was really wanted and 
loved. 

There were no contacts during two sum- 
mer months. In the fall the foster mother 
reported great improvement in the home 
and in the patient's social adjustment. She 
reported that she had informed the 10-year- 
old that Connie would live in their home as 
her sister. She wished to discontinue ther- 
apy but asked for the privilege of returning 
if the need arose. 


We must now go back to the occasion of 
the initial visit to pick up the procedures 
with the clinic patient. Connie was seen 
for diagnostic testing by the psychologist 
while her foster parents were being inter- 
viewed by the psychiatrist. Her flat and 
almost bland behavioral response to the 
testing situation was paralleled by the 
autism and fantasy preoccupation mani- 
fested in test responses. Marked schizoid 
tendencies along with indications of increas- 
ing withdrawal and accompanying depres- 
sion suggested a poor prognosis for averting 
an overt adolescent schizophrenic episode 
under the treatment program of a traveling 
clinic. Long term intensive psychotherapy 
seemed to be indicated. 

In consultation with the psychiatrist fol- 
lowing testing it was agreed that her condi- 
tion was serious but that her adolescent 
life situation and an intense resistance to 
the clinic experience may have obscured in 
the testing some of the strengths contained 
in the history and manifest in the brief 
psychiatric interview. Since intensive psy- 
chotherapy was unfeasible anyway and 
hospitalization seemed premature it was de- 
cided that the psychologist would see her in 
monthly therapy sessions. The decision 
was supported by the feeling that the par- 
ents could be guided toward providing safe 
circumstances for her until our next visit. 

Connie kept her appointment the follow- 
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ing month with no apparent increase in 
withdrawal. She filled her first few thera- 
peutic hours with complaints that her foster 
mother never allowed her any privileges, 
that she required inordinate amounts of 
household responsibilities of her and that 
she disciplined her unreasonably and capri- 
ciously. By comparison she pictured her 
foster sister as never being punished for 
even more serious infractions of rules or for 
neglect of her duties in the home. 

Surprised that anyone would take her 
complaints seriously, Connie began speak- 
ing cautiously and then with remarkable 
candor about her own feelings in recent and 
disturbing home incidents. Monthly inter- 
views spontaneously took on striking con- 
tinuity. Discussions focused around her un- 
certain feelings concerning her status in the 
foster home. In a very short time Connie 
was able to make surprising use of the idea 
that her complaints were her way of voicing 
her fears that she was unwanted and un- 
loved by her foster mother. She could see 
that her rebellious behavior might be a 
measure for testing the depth of her foster 
mother’s tolerance and love. Connie’s foster 
mother soon had fewer complaints and 
Connie was again participating in social 
activities. 

The child welfare worker responsible for 
this girl’s placement was absent from the 
community during our early contacts. She 
returned about the same time that we re- 
sumed autumn clinic visits. She renewed 
her usual weekly contacts with Connie, and 
Connie continued with her monthly clinic 
visits. In regular supervisory hours with 
the clinic team the child welfare worker 
was guided and supported in her efforts to 
develop a better therapeutic relationship 
with Connie. 

We call this a treatment success. Fortu- 
nately, most of our first efforts were success- 
ful. We meant them to be. How can you 
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sell the value of a child guidance clinic if 
your record is loaded with failures? We 
were pleased to hear reports of better ad- 
justment patterns in most of the children 
we were seeing. The gratitude of parents 
was expressed directly and indirectly. Our 
community “aides” reported positively 
upon most of our patients. At the spring 
1955 meeting of the Utah Mental Health 
Association the representative from south 
ern Utah reported the findings of her per 
sonal investigation of the clinic. She was 
probably liberal in her conclusions of defi- 
nite improvement in every case. 


It may be well to examine the factors 
which we feel may have helped this project 
to succeed. From the experience of Cole: 
man and Switzer (1) we could have expected 
to fail. They found: “In the absence of any 
trained social worker in the local commu- 
nity, the functions of the traveling clinic 
soon become restricted to diagnostic ap- 
praisal, the therapeutic results are seriously 
reduced, and there is very real question as to 
whether the gains obtained are worth the ef 
fort expended.” To our delight and,to some 
extent, surprise Connie and many others 
like her make us feel that our efforts have 
definitely been worth while. We attribute 
our success in many ways to what we a 
complished in training school teachers i 
principals, public health nurses, sheriffs, & 
juvenile court judge and “plain” citizens t0 
substitute in a variety of ways for the much 
desired psychiatric social worker. We say 
trained rather than oriented because We feel 
that what we did with skills already avail 
able is now a permanent and functioning 
community asset. We attribute our success 
in this training venture largely to the s 
tude we took toward community peo 
Our procedure was simple enough. F 

mobilized all of our own clinical skill in añ 
effort to make it as easy as possible for the 
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people in the community to show us what 
they could do on their own. 


The senior clinical team would like to 
think its skill was of some importance. This 
they cannot claim. After about six months 
a junior team composed of a senior psy- 
chiatric resident and a junior clinical psy- 
chologist joined the traveling clinic staff. 
In just a few months they became as effec- 
tive a team as the senior combination. Now 
the senior team feels confident in withdraw- 
ing and in leaving the job to their so-called 
juniors. The confidence of the community 
in their successors removes any disadvan- 
tages which may go along with “juniorism.” 

The waiting-list may be seen as ample 
evidence of the continued need for psychi- 
atric service for the children of southern 
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‘Utah. That the service will continue seems 


to be almost guaranteed by the increased 
community interest. The people of this 
area are moving rapidly toward their goal 
of a child guidance clinic of their own, 
chiefly perhaps because they were helped to 
see that this venture was largely their own 
undertaking. 


REFERENCES 


1. J. V. Coleman and R. E. Switzer, “Dynamic Fac- 
tors in Psychosocial Treatment in Traveling Child 
Guidance Clinics,” Mental Hygiene, 35 (1951), 386. 
2. L. M. Hopple and H. R. Huesey, “Traveling 
Community Mental Health Clinics: Their Extra- 
therapeutic Aspects and Functions,” Mental Hy- 
giene, 38 (1954), 49. 

3. M. Thaler, “The Role of a Psychologist in a 
Traveling Psychiatric Clinic," Mental Hygiene, 34 
(1950), 219. 


377 


LEONARD BLOOM, B.Sc. 


Aspects of the use of art 


in the treatment 


of maladjusted children 


As it becomes increasingly apparent that 
the effective treatment of maladjustment 
depends ultimately upon the ability of the 
therapist to understand, to recognize and 
to utilize the distorted and disguised func- 
tionings of the child’s unconscious, so is it 
becoming an important part of orthodox 
technique to use art in diagnosis and 
therapy. Unfortunately there are still in- 
stitutions which appreciate the need for 
counseling and for more or less intensive 
psychotherapy or psychoanalysis but which 
confine art to the place of a hobby or dis- 
traction—an evening activity in competi- 
tion with other evening activities. Or 
worse, restrict it to a few periods on the 
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lesson time-table. It is indeed odd that an 
activity that canalizes much of the disturbed 
child’s aggression and nervous energy at 
small cost should be so neglected in the 
ceaseless search for active techniques. 
“That process of teaching man to see 
himself ... is the supreme function of 
art,” according to Maynard (1), and it 8 
furthermore one of the essential aims o 
psychotherapy. Briefly, the diagnostic pui 
pose of art is to provide an indirect means 
for the child to reveal his conflicts or uncon 
scious problems. In this it approaches H 
fundamentals of play therapy. The E 
peutic value of art is in its power to oHe | 
the child a means of abreaction or catharsis 
which is also creative. In this it is analogoi$ 
to such techniques as psychodrama. 
At Red Hill School in Maidstone, i 
art has been a major therapeutic and e i 
cational technique since the school’s foun 
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ing in 1934 by its present principal, Otto L. 
Shaw. Red Hill School is a residential 
grammar school recognized by the Ministry 
of Education for the education and psycho- 
logical treatment of 45 boys suffering from 
problems of emotional and social adjust- 
ment. Child guidance clinics, children’s 
departments of local authorities, hospitals, 
juvenile courts and probation officers refer 
to the school those boys who suffer from 
stealing, aggression, running away, sexual 
disturbances, enuresis, speech difficulties, 
obsessional and anxiety neuroses and like 
disorders, for which most of them would 
have been treated at local child guidance 
clinics were they not from homes in which 
they were in danger of considerable or 
permanent damage to their personalities. 

There is no fixed period of stay at the 
school but it has been found that the opti- 
mum time to consolidate a cure and finish 
the pupil’s education is about four years. 
No boy is accepted unless his intelligence 
is very superior; there is now no boy in the 
school with an IQ of less than 120. At the 
end of 1953 the mean IQ was 132.5. The 
average age is over 14, the age range from 
about 11 to 17. There is a large group 
under 14. New admissions over 14 are 
rarely accepted. 

The principal is a full-time lay psycho- 
therapist working within a complex, 
evolved and elaborate democratic social 
system. The school is almost wholly 
governed by a court administered by the 
pupils. The running of the majority of 
day-to-day affairs is managed by elected and 
community-supervised pupils’ administra- 
tive committees. The court and the com- 
Mittees are practical working organizations 
—and no meretricious façade. They have 
inevitably a significant (if discreet) role in 
the school’s general _ psychotherapeutic 
set-up (2). 

Because the educational process is no 
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less inextricably interwoven with psycho- 
therapy, the members of the school’s 
staff must be skilled in both the art of 
teaching and in the principles and prac- 
tice of child psychology and psychotherapy. 
In particular, they must accept and tolerate 
the role of parent-surrogate—with the af- 
fection or the hostility by which it is 
colored—and must fully appreciate that 
there are endless situations in which nega- 
tive or positive transferences arise to be 
handled as clinical and not as disciplinary 
problems (3). 

Art plays a considerably larger part in this 
school’s educational time-table than it does 
in a conventional grammar school. The 
pupils are encouraged to use the art rooms 
after lessons. This is not a privilege for 
the good or the particularly artistic boys 
but is one of the amenities provided by the 
community for its members. It is perhaps 
misleading to write of “art lessons,” because 
there is no attempt at formal training or 
instruction. Art is regarded as a completely 
individual and spontaneous activity. In 
one lesson a boy may be molding a papier- 
mâché mask for his costume for the 
Halloween party, a second may be painting 
a still-life in oils, a third carving a lump of 
rock or chalk, a fourth designing a mural 
and several more drawing or painting in 
oils, gouache, pastel, conté crayon or 
crayon—whatever their fancy takes. 

It therefore follows that the teacher of 
art must be primarily interested in the per- 
sonalities and problems of the individual 
pupils and must only as a secondary con- 
sideration regard himself as a technical ad- 
viser or even as a teacher of art apprecia- 
tion. This does not imply that a highly 
qualified child psychologist is a potentially 
better teacher of art in a school for mal- 
adjusted children than is a trained art 
teacher—even if the latter is not unen- 
lightened. Besides those intangible per- 
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sonal qualities which make one adult more 
imaginative in the subtle alchemy of human 
relationships than another with equally 
satisfactory professional qualifications, the 
enlightened art teacher by virtue of his 
training has one special asset: the knowledge 
of methods and techniques. Art is no 
satisfaction to the boy who does not know 
how to chisel his puppet’s ears, nor how to 
paint the devil that he visualizes, and who 
senses his inadequacy; the boy's technical 
inability is a further annoyance and frus- 
tration. The art teacher should be able 
tactfully and skillfully to show the pupil 
how to turn his fantasy, his idea, into a 
painting or model. When called upon— 
and not until then—the teacher must be 
ready to advise on method or technique. 
The trained teacher has a wide knowledge 
of media and styles upon which he can draw 
for suggestions to the pupil who wants a 
change from his latest style or interest. 
More important, such a teacher can offer an 
ultra-suspicious or disinterested boy so wide 
a variety of art possibilities to play with that 
he cannot but find something to capture or 
stimulate his latent interests. The teacher, 
in making his suggestions, must rigorously 
avoid any conscious bias or selection of sub- 
ject; he is well advised if he speaks in the 
most general or even deliberately vague 
terms. By the time the teacher has ex- 
pressed a few sentences and a pretense at 
pondering has been made, the boy has often 
revealed that he is seeking approval for his 
idea—rather than fishing for the sugges- 
tions of the adult. 

Many children can start work freely with 
little encouragement or need no encourage- 
ment at all. Some have so many ideas that 
they cannot find time enough to finish any 
one of them adequately. Others are in- 
hibited, timid, afraid to betray their prob- 
lems and afraid lest they are unable to reach 
perfection in an activity so dependent on 
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their own efforts. Most maladjusted chil- 
dren have extremes of productivity and 
sterility. A small but significant group are 
the sophisticated children who seem to haye 
a flair for producing, without stint, paint 
ings and drawings teeming with symbolism. 

The teacher has to be a catalyst and ~ 
must suit his stimulation to each boy indi- 
vidually, taking care not to project his own 
unconscious fantasy into the work of a 
pupil by subtle suggestion, pressure and ap- 
proval of which he is only half aware. It 
is no less necessary to guard against the 
creation of an unduly high (and therefore 
discouraging) standard of technical achieve- 
ment. If art is to have any value to the 
psychotherapist and to be enjoyed for its 
sake by the pupil, then the pupil must feel 
that it is an activity all can attempt, how 
ever low or high their technical standard. 
As one of the boys commented, “I like art 
because even I can have a bash at it.” Of 
course most boys are delighted to see that 
they have improved their technical grasp» 
that they can more adequately express 1 
the form of art their fantasies, interests and 
desires. There is a glow in all creative 
achievements and no child should be dis 
couraged from seeking it within the limit 
set by his imagination and dexterity. Johns 
crude color, sketchy design and stiff form 
is to him as much of an achievement a$ 
Jack’s slick, sophisticated and bizarre style. 
To compare them is as harmful psycho 
logically as it is false esthetically. į ‘ 

In the school there is very wide discus 
sion of art and the well-stocked art section, 
of the school library is much used by the 
boys. ‘There is a general catholicity of taste 
and appreciation and a wide ar 
odd, strange works of art. Although B 4 
Picasso, Braque and Dali are admired ©) 
many boys, there are also many who ae 
ciate the more orthodox painters such je 
Rembrandt, El Greco, Goya and Constable, 


and many who admire both groups. There 
seems to be no tendency to copy or to imi- 
tate other boys’ work or that of the library's 
art books. Only rarely is there a craze or a 
fashion. This is probably due to the in- 
tense individualism of most maladjusted 
boys. 

Like all aspects of psychotherapy, art has 
a social relevance in addition to its inchoate 
high social esteem at Red Hill School. There 
is a constantly changing display of pictures, 
most of them in public rooms such as the 
library and the main hall, and others in the 
artist's bedroom or dormitory. The house 
is decorated by murals executed by the 
boys: a dragon guards the stairs leading to 
the principal’s room; the main hall has two 
abstract murals of leaves and plants and a 
display of printed designs; an alphabetical 
fantasy faces the library door, and there are 
others. Other types of decoration include 
mosaics of bits of china, glass, wire, sticks 
and broken light bulbs set in cement, 
mobiles, large wooden carvings, colored 
glass windows made from broken bottles, 
and block-printed fabrics. 

Much of this activity is formally under 
the aegis of the decorations committee (of 
which the art teacher is usually a co-opted 
or elected member) and provides a means 
whereby a reserved and artistically imagina- 
tive boy can contribute to social life and 
obtain a social satisfaction that he might 
otherwise miss, A danger in all residential 
communities for maladjusted children is 
that there is too much pressure on the child 
to participate in social activity and that 
there is correspondingly less opportunity for 
the reserved child either to escape or to 
contribute without the tensions of an as- 
sumed and synthetic extroversion. A boy 
whose picture is displayed, or who under- 
takes to paint a mural or decorate a room, 
is encouraged to participate in social life 
without strain and on his terms. His sense 
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of his ability to contribute to that social life 
is thus unobtrusively increased. There is 
also a benefit to many boys in the indirect 
discipline, foresight and planning that are 
needed to successfully carry out a project, 
and the often tedious physical preparation 
can help an impatient and hasty boy who is 
intolerant of frustration to see that he can 
wait for results and that waiting is bearable. 

To the psychotherapist, artistic activity 
has six-fold significance: 


@ It is a means by which the maladjusted 
child can be helped to progress from stages 
in which his main interests are destructive 
to those in which they are abreactive and 
creative, and finally to those in which they 
are creative and where destruction and 
abreaction are minimized. 


© It assists the therapist to understand and 
treat aspects of the child’s unconscious 
problems which the child is unable or not 
well able to express in words or even in 


play. 


è It provides the child with a painless way 
to express symbolically his malaise which 
will neither bring him into conflict with 
society nor exacerbate his neurotic tensions. 


© Through art a child can re-enter social 
life, or by his use of symbolism can show 
his unconscious readiness to do so. 


© Art is a method of exploring the external 
world and of manipulating it experimen- 
tally in a manner that minimizes the 
dangers of contact with that world while 
giving the child an opportunity of coming 
into contact with it. 


Art is an activity without the high tech- 
nical demands of many hobbies and sports 
and is much more closely linked with the 
unconscious motivations of the child. It 
can satisfy the most solitary and the most 
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gregarious, and give both a sense of per- 
sonal achievement and personal worth. 

Of most immediate interest is the prob- 
lem of interpreting the boy's art, of trans- 
lating symbol into reality. Harms writes (4) 
that “symbols used by the child . . . are 
merely a form of self-expression, a kind of 
monologue the child speaks with itself,” and 
compares them with the adult use of 
symbolism as “a means of understanding 
about concepts difficult or . . . unsuitable 
to express with words.” Symbols are in- 
deed a form of self-expression, but if they 
are a monologue often the child does not 
understand the language in which they are 
spoken (the language of the unconscious), 
and this has to be interpreted for him by 
the psychotherapist. Symbolism has, it 
seems, more than one function psycho- 
logically: It is a form of self-expression. It 
is a means to grasp concepts or emotional 
states which otherwise might be expressed 
with shame, guilt and reluctance. It may 
be an escape from intolerable conflicts and 
pressures, an attempt to lessen the pain of 
those conflicts by changing them into an 
overt form which is less unpleasant. In 
artistic activity, as in dreams, this is effected 
by seizing upon the world of objects and 
endowing some of them with the charge of 
emotion. Thus objects which would other- 
wise be relatively neutral emotionally be- 
come dyed with unconscious significance. 
From another point of view, this is an aspect 
of the tendency “of the forward urge of the 
libido seeking to maintain its hold on the 
world of objects” (5). 

Few psychotherapists would fall into the 
trap of rigidly applying the schemata of a 
school of psychology without considering 
the peculiarities of a particular patient's 
case. Schemes of symbolism are not 
formulas but diagrammatic illustrations. 
Only experience and insight can decide if 
they are relevant. If a boy uses wholly ab- 
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stract symbols it may be impossible to 
terpret them until formal analytic 
with him has progressed. Thus sinu 
snake-like forms are not necessarily phi 
a pattern within a strongly dem: 
border is not always a mandala. A p 
tical danger arising from premature in 
pretation is that of causing the boy to 
up. If he does not have a suitably trus 
relationship with his therapist and if 
has not reached the stage- when he 
tolerate the revelation of unpleasant of 
pugnant unconscious material, not only ® 
he reject the interpretation but he mayi 
develop a negative transference. Thi 
particularly likely to happen if a boy i 
suspicious, introverted type for whom | 
effort of analytic confession is a sufficit 
burden. On the other hand, some neuré 
boys are able to produce with no elit 
reams of paintings stuffed with analytica 
significant material. A first interpretat 
however, of what seems to be obvious m 
fail to reveal material that is hidden by U 
superficially significant material. To su 
a boy, art is not a focus for his neurosis b 
an additional defense mechanism Me 
which he gets secondary gain in the disg 
sion of its content. 


In a school—unlike in a hospital or @ 
guidance clinic—it is advisable to K€ 
distinct as far as possible in the mind of 
boy the dual role of art as part of bot 
therapy and of general education and q 
ture. Ina clinic the patient accepts A 
one of the recognized techniques and i 
a dichotomy between the use of art t 
and at school. In a school commull 
where so many boys are sated with p 
chology and suspicious of it, this is pol 
Some boys feel that behind the friendly 
tude of the adults lurk darker motives. s 
a boy may feel, “They're watching MS 
the time. Why should I be friendly? 7 


not going to give myself away.” An- 
other may steadfastly refuse to become in- 
volved in any spontancous activity including 
art. Art for art's sake is therefore a good 
policy in a school community. 

If the psychotherapist wishes to make use 
of a boy's art, he can and should make suit- 
able arrangements with the boy to see the 
paintings or drawings. This does not imply 
that art is used by the therapist only when 
the need arises in an analytical session but 
rather when it seems to suit the stage and 
tempo of the analysis. It is always possible 
to usc the art unobtrusively—not for direct 
interpretation with the boy but to discern 
trends, if any, which the art suggests or any 
immediate significant features. 

Despite his overtly cheerful and sociably 
active behavior, a boy recently began to 
paint sinister portraits of men, bisected by 
violently contrasting shades of green and 
with a depressed expression. The boy’s 
daily behavior revealed no tension or 
depression. Analytic work with him was 
cautious and reassuring because of his 
acute suspicion and reluctance to speak 
about himself. The series of pictures 
warned his psychotherapist that the boy 
was passing through a temporary or lasting 
period of strain. This the therapist was 
able to deal with without referring to the 
pictures which had provided the clue. 

In contrast, there are the boys who 
Meticulously avoid art because of their un- 
conscious defenses. One such boy insisted 
upon drawing elaborate counter-change pat- 
terns, another copied Walt Disney charac- 
ters, a third laboriously drafted plans of 
railway engines. Each of these boys was 
gradually able to feel sufficiently free to 
express himself imaginatively and spon- 
taneously. But not all boys are satisfied 
with imaginative art nor able to draw 
imaginatively. Some may find more satis- 
faction and a kind of sedation in technical 
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achievement and precision, which is not 
to be confused with the artificial and 
strained naturalism of the boy who is seek- 
ing shelter behind his defenses. 

The technique of interpretation docs not 
differ fundamentally at Red Hill School 
from the interpretation of dreams: the 
classical association of items, analogy and 
the like. The high intelligence of the boys, 
however, often makes the content of the 
analytic session different from a session with 
less bright patients. Otto L. Shaw re 
ports (6) that in analyzing the painting of 
one boy it was necessary “to recognize a 
misquotation from a poem in French, a 
mistake in a discussion of the allotropic 
modifications of phosphorus and sulphur— 
both of which then related to a conception 
of the analysand’s of Aston’s work in iso- 
topes, and all these matters then fitted to- 
gether to an unconscious expression of cer- 
tain conflicts about a sexual issue.” A pic 
ture is physically present and before the 
therapist and the boy in a way thata dream 
is not. This makes it possible to use the 
picture actively to dramatize the boy's 
conflicts by reference to it and by pointing 
out its latent content with such comments 
as: “You are the boy who is caged in by 
those walls” or “You are that executioner 
and you are executing your brother whom 
you hate.” Asin other techniques and as in 
all therapy, the success of active devices de- 
pends on the psychotherapist’s sense of 
timing so that the interpretation frees and 
stimulates and does not shock the patient 
into numbness or hostility. 

Most interpretation of pictures can be 
relatively shallow, as is illustrated by the 
following examples: Harry came to the 
school at the age of 11 with an IQ over 130 
and a history of enuresis, stealing, rebellious- 
ness, destructiveness and aggression. His 
early pictures included a series of different 
kinds of nests made of living snakes, 
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perched insecurely on the ends of high frail 
branches. In one picture, the boy ex- 
plained, “The strange birds build a nest of 
snakes,” and two birds are flying to the nest 
bearing in their beaks a snake to add to the 
nest. The boy further explained that they 
were a father and a mother bird and that 
they had to share the carrying of the snake 
because it was too heavy for one of them to 
manage. To the boy the nest of snakes 
symbolized his home, dangerous and im- 
permanent. The perching of the nest on 
the insecure branch emphasized his feeling 
that his home was uncertain, a home in 
which his mother’s promiscuity was equaled 
by her neglect of her children. The two 
birds carrying the snake represented the 
fantasy of a united mother and father who 
will really build a home, but this wish- 
fulfillment fantasy destroyed itself with a 
streak of reality—mother and father are not 
rebuilding the nest from any new and re- 
liable foundations and materials but from 
the unsatisfactory snakes that the existing 
nest is made from. 

Another boy drew a number of pictures 
in which a giant was attacked by little 
dwarfs armed with bows and arrows. The 
giant, who had no mouth, was armed with 
a massive scimitar which he was not using. 
In this picture the boy was expressing his 
resentment and hostility to his mother’s 
nagging and dislike of him. He is the giant 
who does not revenge himself upon his tor- 
mentors although he has the means to do so. 
The dwart’s arrows represented the nagging 
pinpricks he suffered. In his reluctance to 
counter-attack, the boy's hostility had 
turned against himself and he suffered from 
acute asthma. 

The sexual confusion of another boy was 
shown by his drawing figures with markedly 
feminine breasts but with beards. Still an- 
other boy, with great practical ability but 
with a suspicion of art, first showed an in- 
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terest when he made a tableau in clay o 
“Burglar Bill begging for mercy.” In this 
tableau Burglar Bill, wearing a red and 
black striped jersey and blue trousers (one 
of the boy’s own outfits), was kneeling in 
front of and begging for mercy from a 
dominating policeman. Both Bill and the 
policeman had flaming ginger hair, 
color of the boy’s. The tableau was a vivid 
and unconscious representation of the boys 
successful struggle to conquer his personal 
defects of aggression and dishonesty; 
policeman is an almost classical illustration 
of the disguised super-ego. i 

Not rarely is the symbolism of a picture 
less immediately obvious, as in the case of 
the highly abstract oil paintings of a boy 
struggling with his latent homosexuality, 
These pictures have titles such as “Fear, 
“The Revolt of the Machines” and “Symi 
phony in Brown,” but the pictures are ele: 
gant, well composed and quite devoid 
apparent symbols. To the untrained ob- 
server the titles sound conventional and 
the pictures look the work of a sophisticated 
and able boy. The bizarre nature of such 
deeply symbolic works of art, the violent 
emotions that a boy feels as he creates them, 
often impel him to reveal himself as uneasy 
—longing to know why he feels so strongly, 
why he experiences a lightening of 
spirit or depression after painting them. 
He frequently senses a connection between 
his art and his malaise and will readily © 
operate with his therapist in the task 0 
interpretation. 

There is also the contrasting type of E 
who hides or destroys his paintings, uu 
with the verbal excuse that “they “a 
any good anyway.” It has been found 
where a boy has progressed the m be 
style or content of his art changes an! | 
symbolism alters so that he ceases to ee 
former significant symbols. In genet 
the psychotherapeutic process 
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successfully a boy’s pictures show less vio- 
lence and morbidity and he shows less 
tendency to repeat quasi-obsessional sub- 
jects and patterns. 

It is doubtful if art in itself can provide 
a complete and thoroughgoing psycho- 
therapy. Unless the boy has psychotherapy 
or counseling he will merely tend to repeat 
in one or more forms in his art his basic 
problems and interests. This repetition be- 
comes a habit and so is devoid of abreactive 
effect. The reason for this, perhaps, is that 
as an artist and a sufferer from neurotic 
symptoms and conflicts “he seeks a double 
compromise. Struggling to effect through 
artistic sublimation a balanced solution of 
his unconscious conflict, he nevertheless 
cripples those efforts by having recourse at 
the same time to neurotic symptom-forma- 
tions which may ultimately interfere with 
his artistic technique, his choice of subject 
or both” (5), To some extent confirming 
this view is the observation that a cured 
boy does not necessarily cease to produce 
good art—if he was a good painter before 
his cure he does not cease to be one after 
his cure. He very probably will paint dif- 
ferent subjects or in a different mood. The 
cured boy's art is leached of pathological 
impurities and this may improve it by re- 
leasing those imaginative energies which 
before were spent on exhausting psycho- 
pathological fantasy. Many boys complain 
that although they have the impulse to 
paint after they have left the school the 
lack of encouragement and interest in the 
outside world makes this very difficult. 

The comparatively high artistic standard 
of the work of the boys is suggested by the 
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school's three successful exhibitions at the 
Cooling Galleries in Bond Sweet and by 
the acceptance of works by boys at the 
national exhibition of child art of one of 
the more serious weekly newspapers. One 
of the aims of these exhibitions was to draw 
attention to the need of employing this ac- 
tivity in schools for maladjusted or delin- 
quent children as much for its cultural as for 
its therapeutic value. If psychotherapy is 
successful, a boy can paint for the sheer 
esthetic satisfaction of painting and will be 
moved by “the perceptual pleasure of 
formal beauty” (7)—a pleasure for which a 
latent or overt longing is one of the dis- 
tinguishing characteristics of mature, well- 
educated and civilized men. 
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Developing a 


college mental hygiene service 


It would be largely of local interest for me 
to outline the history of the development of 
the college mental hygiene movement in 
America. Consequently I will here discuss 
only some of the more general factors which 
work together to make such development 
more or less inevitable. Mainly I will men- 
tion changes in public attitudes, changes in 
educational philosophy and developments 
in the field of psychiatry. 
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chiatry at Yale University. He presented this paper 
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tion of Universities in September 1956 in Princeton, 
N. J. Findings of the conference are to be pub- 
lished in book form under the chairmanship of 
D. L. Farnsworth and the editorship of D. H. 
Funkenstein. 
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The mental hygiene movement flourishes 
only in a public climate which puts a high 
value on the worth of the individual. It is 
fairly recently in the history of man that 
this value has begun to be applied as 4 
universal principle. Probably it is necessary 
for the development of such a luxury that 
man first have sufficient control of the eco i 
nomics of survival. Both the social and 
medical theory, as late as the seven 
century, tended to explain illness and, 
human behavior in terms of original sin. 
With the rise of scientific thought in the 
eighteenth century there was increasing 
interest in establishing causal relations ™ 


- both the medical and behavioral fields, cul 


minating in the enunciation of the ideas Of 
natural selection.. It is only since E 
really in the last hundred years, that e 
cepts concerning society’s responsibility a 
its individual members and the value of th! 
individual for himself have formed a basis, 


br, among other things, the development of 
odern public mental hygiene. 
In medicine, during the same recent pe- 
fiod, the development of application of 
tientific method in the 1800's led to the 
earch for infections, anatomical and physi- 
gical causal factors for disease. Outside 
certain genetic and anatomical explana- 
» however, the ideas of causality were 
little applied to cultural and personality 
velopment until the last part of the last 
entury. It is only in the last seventy-five 
years at the most that the concepts of psychic 
inism have been widely applied to 
phenomena. Modern dynamic psy- 
chiatry rests on this concept and has enabled 
the physician to approach many problems 
Or truly the first time. 
The revolution in the educational world 
following the dissemination of methods of 
$ printing, particularly in the last cen- 
» has been an extraordinary event in 
sultural history. Within the last century 
ind even the last two decades the idea of 
miversal literacy has begun to have wide- 
pread realization. With literacy and wide 
issemination of ideas there is an inevita- 
blossoming of concepts of individual 
determination. The notion naturally 
llows that individuals must have the right 
ad opportunity to undertake as much edu- 
cation as they are capable of utilizing and 
ible to achieve. It is only a modest exten- 
on of this notion for educators to consider 
l measures which might assist an individ- 
al in the educational process. 
Since the beginning of recorded history 
ere have always appeared educators with 
P and sincere understanding of human 
Ature, which they applied for the benefit 
their students. Modern psychiatry has 
d to this an entirely new dimension, 
hely, a scientific approach to problems of 
, Personality beyond the reach of the 
“ucator. From this general overview it 
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seems most natural that psychiatry and edu- 
cation should join, as they began to in the 
1920's, to approach and solve these pecu- 
liarly persistent personal difficulties which 
so often interfere with the fullest develop- 
ment of individuals. 

It is no accident that the mental hygiene 
movement's alliance with education should 
have particular development in the colleges. 
Colleges receive their students at a strategic 
point in life, just when they are making 
that often crisis-ridden transition from life 
in the parental family to life as adults. Here 
the difficulties of personal development are 
thrown into glaring relief, and here there is 
still that valuable flexibility which is so im- 
portant if these problems are to be resolved. 
Consequently the development of some 
educational-psychiatric liaison in 99 institu- 
tions in this country probably represents 
but the crude and primitive early explora- 
tions which promise to develop into an 
increasingly fruitful collaboration. 


PRACTICAL ASPECTS 


Realizing the need and conceiving the idea 
of a college mental hygiene service. If ma- 
jor medical pathology is defined as a condi- 
tion which interferes with the functioning 
of an individual to such a degree that he is 


` unable to carry on activities normally 


within his capacities it must be recognized 
that emotional disturbances constitute the 
greatest area of pathology in a college popu- 
lation. Now that infectious disease has 
been largely controlled by modern medi- 
cine, emotional disturbance constitutes the 
second leading cause of death among col- 
lege students, following only accidental 
deaths. When one adds to this knowledge 
of causal relationships between emotional 
disturbance and physical disorder it would 
appear fair to estimate that the occurrence 
of emotional disturbance constitutes half of 
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all significant medical disorders in a given 
university population. 

Once these facts are recognized it be- 
comes incumbent on any university which 
takes responsibility for the health needs of 
its students to inquire what measures may 
be taken to prevent and correct these dis- 
orders. For the response to this inquiry 
the university must turn to modern psychi- 
atric medicine. The university should then 
learn that these disturbances are in large 
degree both preventable and treatable and 
that the major weapon in a program di- 
rected at this problem is the college mental 
hygiene service. 

As it happens, however, university ad- 
ministrations are not always aware of the 
nature or extent of these disorders in their 
student populations. The issue is clouded, 
of course, by long traditions of regarding 
emotional disturbances as moral issues to 
be met by will power or as the inevitable 
consequence of the constitutional infirmities 
of some members of the human race. Until 
university administrations are better in- 
formed it is only natural that they take 
recourse to the operational philosophy of 
the survival of the fittest when confronted 
with emotional failures. It is, then, the 
task of those psychiatrists and laymen who 
have knowledge of the mental health situa- 
tion in colleges to enlighten the university 
administrations and faculties about the 
problem and its solutions. This is not 
always an easy task. Even in the United 
States, where some knowledge of psychiatry 
is extremely widespread, there exist a con- 
siderable suspicion and resistance to apply- 
ing psychiatric knowledge on the campus. 
It is a considerable challenge to psychiatrists 
to demonstrate that understanding students 
does not lead to coddling and “adjustment” 
of students to indistinguishable stereotypes 
but rather to increased self-responsibility 
and enhanced mature individuality. 
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Securing cooperation. Securing the under 
standing and backing of university officials 
necessarily presents different problems in 
various institutions. The first essential inv 
all institutions, however, is to get into per 
sonal communication with responsible ol 
ficials, It is astounding to note how Tap 
idly prejudice melts and understanding 
grows when the university presidents oF 
Chancellors are able to meet with actual 
representatives of the psychiatric field. It 
can be inferred from this that a great deal 
of the resistance that one encounters 
modern mental hygiene viewpoints is base 
upon the widespread fantastic notions 
which always surround anyone who is sup 
posed to look into the secrets of the ming 
Various methods serve to secure the eat 
of important university officials. One of 
the most effective recent developments 1? | 
the United States has been the use of the | 
visiting consultant. When the director o 
a health service can be persuaded to invité 
a consultant to survey the mental health 
needs of a campus it is only natural that 
consultant be granted an interview witht 
most important officials of the univers! i 
Here a few judicious questions suitable 3 
the purpose of the visit seldom fail to SOM 
ulate considerable interest. From this pol 
on the official himself is quite liable to 9 
curious enough to want to investigat® tits 
field, at least tentatively. In some instan® 
programs have been begun following 
simple a stimulus as a psychiatrist inquii 
about the counseling system of à college } 
Once personal communication with TF 
sponsible officials of a university rt 
lished and they are somewhat aware © f. 
potentialities of mental hygiene servic i 
problem of initiation passes 
hands. Further development ia 
largely upon the readiness of the on F 
take the steps of exploring the Pr 
establishing a definite service. As wi 


patients, there is very little point in at- 
tempting to stuff psychiatry down the gullet 
of an unwilling institution; rather, one 
must be satisfied with exposing the institu- 
tion to the idea and then waiting until it is 
forced to seek help because of the occur- 
rence of incidents which can no longer be 
regarded as “accidental” or until further 
experience brings about a lessening of sus- 
picion. Then the university officials, per- 
haps periodically reminded of the methods 
of college psychiatry, can initiate their own 
surveys of their mental health problem and 
needs. As circumstances stand today, at 
least in the United States, there is more 
call for trained college psychiatrists than 
there are men to fill the positions, so that 
one need have no haste to urge such serv- 
ices. One phenomenon which deserves note 
is the common occurrence of initial en- 
thusiastic reception for the college mental 
hygiene clinic followed by a diminution in 
support for a service that seems expensive. 
Quite often as the clinic becomes more lim- 
ited there comes a recognition of the real 
usefulness which the service had, and fi- 
nally at long last realistic provision is made 
for a stable support. College psychiatry 
can then be said to have found its place on 
that particular campus. It is notable that 
practically no American university which 
has ever established a sound mental health 
service has failed to continue the unit for 
any long period of time. 


Establishing a clinic. When a university, 
after due exploration and consultation, has 
decided to establish a college mental hy- 
giene service its further problems boil down 
to two issues; that is, the selection of a chief 
psychiatrist and realistic plans for continued 
Support, 

_ Several experiences in American univer- 
sities have illustrated the serious conse- 
quences of an inappropriate choice of psy- 
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chiatric personnel for the college mental 
hygiene program. It may be salutary to 
review a few of these in order to illustrate 
the problem: 

In one case, a large state university ap- 
pointed a mature, respected and well- 
trained, descriptively oriented psychiatrist 
to the health service. After two years he 
left the work by mutual agreement, he feel- 
ing that there was no place for psychiatrists 
on the campus since he had seen only 37 
psychotic individuals out of 17,000 students 
in two years, and the university feeling 
that psychiatry had nothing essential to 
offer to its students or to its functions as an 
educational institution. During the next 
four years the university developed various 
other devices to try to deal with emotional 
problems, including a counseling service on 
the one hand and an attitude of refusal of 
responsibility for any role in regard to 
serious cases on the other hand. Then, 
quite fortuitously, the university officials 
learned of the potential contributions of 
dynamically oriented psychiatry, secured a 
consultant who in two days on the campus 
was able to appreciate the educators’ prob- 
lem and outlined a plan for the develop- 
ment of a mental hygiene clinic. Finally, 
after a year of search they were able to find 
an interested, dynamically oriented psychi- 
atrist who came to the campus to establish 
the beginnings of a suitable service. 

In another instance, the officials of a well- 
endowed private college became aware of 
the potential role of psychiatry in the col- 
lege setting. They set about finding a psy- 
chiatrist in the best possible way with wide 
consultation and with quite adequate budg- 
etary backing. An extremely well-qualified 
man of some status and accomplishment in 
psychiatry was finally appointed. He did a 
careful job of surveying the needs of the 
college before expressing his authoritative 
opinions. Unfortunately his quite uncon- 


389 


scious authoritarian professional manner of 
presenting his recommendations soon 
served to threaten and alienate large seg- 
ments of the faculty so that he finally left 
the college with mutual dissatisfaction. 
Subsequently this college brought to its 
campus a mild-mannered young psychiatrist 
with no fame at all, who has stuck closely to 
the clinical function and whose contribu- 
tions are gradually overcoming the initial 
negative reaction. 

In a number of instances, psychiatrists 
inexperienced in community work have 
come to feel that some special educational 
arrangements should be made to aid the 
therapeutic situation. They have then 
sought to make such arrangements with ad- 
ministrative officers, sometimes explaining 
the psychiatric indications for them. Some- 
times the concessions which have been 
sought have seemed quite extreme, in terms 
of special arrangements, to the administra- 
tors, who have been unwilling to undertake 
them. This situation, unless carefully 
worked through with mutual understand- 
ing, can lead to considerable tension be- 
tween a mental health department and a 
college administration. Fortunately these 
instances have involved younger psychi- 
atrists in services where supervision was 
available so that the problem would be- 
come worked out without serious damage. 
It is clear, however, that psychiatrists work- 
ing in a community clinic must recognize 
the limits set by the community's tolerance 
and work within that framework. If great 
care is taken to avoid unrealistic special 
pleading a college administration will be 
found to be amazingly flexible within the 
limits of the educational system. 

It is difficult to be precise about the 
qualities which are desirable in a psychi- 
atrist who is to establish a college mental 
hygiene service. A basic requirement is 
competence in the field of psychiatry. Ade- 
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quate training, experience and recognition 
such as that provided by board certification 
in the United States are necessary not only 
for theoretical reasons but also from the 
practical standpoint. There are few cir- 
cumstances in which a physician is required 
to take on more pressing responsibility. He 
must answer to the university for his ac- 
tions as well as to the parents of students, 
still minors, who come under his care. Con- 
sequently it is imperative that he have such 
qualifications as to insure his capacity to 
support his decisions. This is of course 
particularly true when something goes 
wrong with one of his cases, which is in- 
evitable in any medical practice. 

There are a number of special considera- 
tions bearing on psychiatric work on the 
campus which no amount of ordinary psy- 
chiatric training would prepare one for. 
Consequently it is desirable for the college 
psychiatrist to have had training experience 
in the college setting when this is possible. 
This is becoming increasingly feasible in the 
United States where such institutions a 
Harvard, MIT, the University of California 
and Yale are offering specific training in the 
field. At the very least it would appear that 
a college psychiatrist should be a person 
with special interest in people of college 
age. This is a more specific interest than 
might appear at first sight, since the char- 
acteristics of people in this developmental 
period are quite distinct from those 0 
other periods of life. To state this position 
briefly, the ego of the college student is 10 
the position of the rider of a powerf 
steed, released for the first time from ‘s 
guiding hand of parental supervision an 
relatively unsure of where he wants it to go 
This makes for a situation of great flex’ 
bility which lends intrinsic interest to wor 
with college students, but it also a 4 
greatly to the therapist's need to be oa 
tively aware of many internal and externa 
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factors influencing the dynamic balance. 
Such awareness seems to accompany the 
presence of that empathic capacity which is 
the basis for special interest in college 
students. 

In choosing a college psychiatrist, too, 
the personality of the psychiatrist himself 
should come in for consideration. In the 
intimacy of university life there is no possi- 
bility of hiding for long behind a mask of 
professional anonymity. ‘The psychiatrist 
on the campus is a specialist among special- 
ists and finds soon that he has no particu- 
larly privileged status. Consequently if he 
is to be comfortable it is helpful if he 
possesses a lack of dogmatism and tolerance 
for diverse views as well as reasonably de- 
veloped intellectual interests which will en- 
able him to feel at home outside the clinic 
as well as in it. 

Once the psychiatrist has been selected it 
is up to him, together with university of- 
ficials, to decide on the extent of services. 
Since the college psychiatrist will be in- 
volved in several fields of action it is neces- 
sary to plan his time so that it is not all 
taken by clinical services. His additional 
main functions of research and community 
psychiatric work must be budgeted for in 
time. The central contribution of clinical 
work with students should then be defined 
in terms of the limitations of the setting. 

It is generally agreed that effective clini- 
cal work in the college setting depends on 
maintaining a policy of open intake; that is, 
arranging so that each student who applies 
for services will be seen within a relatively 
short period of time, if only for evaluation. 
It is important for the college psychiatrist 
to avoid over-committing his clinical time 
So that the open intake policy is interfered 
with, 

There are three practical levels of clinical 
activity found in college psychiatric clinics 
in the United States. The first is exempli- 
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fied in the policy of offering consultation 
services only. In this arrangement, students 
are seen for a maximum of two or three 
interviews for the purpose of evaluating the 
presenting situation and referring the case 
to other resources or advising the student 
as to his best course of action in dealing 
with his problem. Experience in settings 
like this suggest that for many college stu- 
dents a considerable amount of psychother- 
apy does take place, perhaps largely because 
of the inherent reassuring value of the eval- 
uation process. In settings like this I would 
estimate that approximately 10% of the stu- 
dents who are seen—or something around 
1% of the total student population—will 
present emotional problems of such magni- 
tude as to require referral for more ex- 
tended psychotherapy. 

The second level of function is found in 
clinics which offer brief psychotherapy. In 
these settings students are seen for a l-hour 
interview once a week. The average pre- 
senting problem can apparently be reason- 
ably resolved in 6 to 8 treatment hours. 
Experience in such settings has been that 
approximately 30% of the applicants for 
services need be seen for only one or two 
evaluation interviews, while perhaps 20% 
require extended treatment periods of more 
than 15 hours. In clinics offering brief 
psychotherapy there is usually no attempt 
to treat the deep-lying neuroses or char- 
acter disorders, and the aim with such cases 
is a preparation for intensive psychother- 
apy in other facilities and help with the 
practical details of obtaining such treat- 
ment. 

The third possible level of clinic function 
would be one governed by the policy of 
offering complete and adequate treatment 
for every student consulting the college 
mental hygiene service. So far as I know, 
such service has never been offered on a 
college campus because of the dispropor- 
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tionate amount of effort required by the 
relatively small number of cases which 
would require quite extended treatment. 
However, this arrangement is approached 
in clinics located in psychiatric centers 
where it is possible to make special referral 
arrangements (for example, for supervised 
analyses) for low-cost treatment of such 
cases. 

It is quite impossible to describe here all 
of the possible various arrangements which 
would be appropriate to specific college 
and university settings. Each clinic has to 
be organized in terms of its particular situa- 
tion, making use of whatever assets and 
supports can be found in a given commu- 
nity. By way of generalization, however, it 
is essential that the college psychiatrist have 
adequate technical supporting staff. A 
properly chosen receptionist and clerical as- 
sistants can soon relieve the psychiatrist of 
many burdens of minor administration, su- 
pervision of records and the like. It is also 
valuable to consider the usefulness of an- 
cillary professional assistance. The well- 
trained psychiatric social worker and clini- 
cal psychologist can add immensely to the 
range of activities in a college mental hy- 
giene clinic, and it should not be overlooked 
that the services of these team members are 
usually somewhat less expensive than those 
of additional psychiatric help. 

One deceptively attractive idea would be 
the operation of a college mental hygiene 
clinic as a function of the department of 
psychiatry in places where medical schools 
are a part of universities. This plan has 
been tried in a number of settings in the 
United States and for one reason or another 
has never been successful over any long 
period of time, so far as I know. Evidently 
the demands of the college mental hygiene 
clinic are such that it does not operate suc- 
cessfully as a secondary function or some- 
thing that can be done “on the side.” Con- 
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sequently it is important that the college 
clinic have autonomy from medical school 
services although it may enjoy rich inter- 
change with departments of psychiatry. 


Financing of a college mental hygiene 
clinic. In order that a college mental hy- 
giene clinic can function successfully it is 
important that it be assured of realistic 
financing. While it is certainly true, as 
pointed out by Farnsworth, that the college 
psychiatrist must seek part of his reward — 
from the gratifications of university life, te- 
peated experiences have shown that success 
ful permanent arrangements are unlikely if 
the psychiatrist works at too greata sacrifice 
or if he is harried by an uncertain budget. 
It seems wiser to have a small and perhaps 
limited service with a firmly assured, ade- 
quate budget than to have to cut corners 
to expand the service. The limitations im- 
posed by the usual university salary struc 
ture also make it desirable that the college 
psychiatrist be allowed limited private 
practice privilege. a 
The sources of the mental hygiene clinic 
budget depend upon the university's source 
of income and budgetary policies. In the 
United States the mental hygiene clinic 
budget is usually a subsidiary portion 0 
the health service budget. This in tum 18 
usually supported by obligatory fees to oe 
dents, with additions from the general 
funds of the university. However, an ap 
creasing number of mental hygiene clinics 
are becoming the recipients of endow 
funds earmarked for that purpose. Su 
services are indeed attractive objects oi 
endowment since the services are direct ang 
the effects quite tangible. 
One means of establishing an adegua 
financial arrangement is by receiving giai 
over a limited period of time, usually the , 
to five years. At the end of such a perio% 
a mental hygiene clinic has demonstrated ~ 


its value to the university, there is a good 
basis for continued support. While most 
university administrations require advice 
and experience with the costs of mental 
health programs it has been surprising to 
note that the respect for the program is 
generally greater where truly adequate sup- 
port has been insisted on. 

The question of being partially self-sup- 
porting by charging fees for treatment to 
students is one which arouses controversy 
when it is discussed. A frequent arrange- 
ment is that the student is not charged for 
evaluative interviews, but if definitive psy- 
chotherapy is taken up he is charged a 
modest fee depending on his ability to pay. 
However, under no circumstances has a stu- 
dent mental hygiene clinic been entirely 
self-supporting. 


STUDENT MENTAL HYGIENE 
AT YALE 


While it is impossible to describe all the 
possible varieties of clinic organization it 
may serve some purpose to present an ab- 
breviated description of the division of stu- 
dent mental hygiene’ at Yale as a kind of 
model specimen. While this clinic is unique 
in many respects it is the oldest continu- 
ously operating student mental hygiene 
clinic of its kind, having been started in 
1925 at the instigation of the then president, 
James Rowland Angell, who called Dr. 
Arthur Ruggles as his consultant in devel- 
oping the service. 


Organization. The division of student men- 
tal hygiene is a division of the department 
of university health which is responsible to 
a board of university health appointed by 
the president. The division’s budget is de- 
rived from the income of a grant of $2,000,- 
000 given by the Old Dominion Founda- 
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tion, a philanthropic organization founded 
by the Mellon family, from funds allotted 
by the department of university health and 
derived from student fees, and from smaller 
grants occasionally obtained for specific 
research purposes. 

The psychiatrist-in-chief is responsible for 
the direction of the mental hygiene division 
and reports to the director of university 
health. There is no direct administrative 
connection with the Yale Medical School 
but several of the members of the division 
enjoy appointments in that department. At 
least two residents a year from the depart- 
ment of psychiatry undertake part-time 
training in the division, while students who 
require hospitalization are cared for in the 
Yale Psychiatric Institute, which is admin- 
istered by the department of psychiatry. 


Personnel. The chief psychiatrist devotes 
half of his time to treating student patients 
and the rest of his time to administration, 
community activities and research. He is 
an active member of several university com- 
mittees and consults widely with other 
groups. Two senior psychiatrists spend 
half-time in seeing student patients and the 
remainder of their time in research and 
private practice. Two psychiatrists who 
have completed their residency training 
spend two-thirds of their time seeing stu- 
dent patients and the remainder in super- 
vision and conferences. Two residents 
from the department of psychiatry spend a 
day a week doing supervised psychotherapy. 

Three full-time psychiatric social workers 
do initial interviewing with each new stu- 
dent patient and in consultation with a 
psychiatrist determine assignments. They 
also carry approximately 10 hours a week 
of casework psychotherapy with selected pa- 
tients, mainly those who present problems 
of orientation to university life. 

A full-time clinical psychologist divides 
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his work between diagnostic testing, super- 
vised psychotherapy and clinical psychologi- 
cal research. Two research psychologists 
carry major long-term projects in problems 
of the relation of psychologic factors to 
academic and other kinds of achievement, 
while one of them sees student patients 
about a quarter of his time. Even the 
research sociologist spends a few hours a 
week in relationship therapy with carefully 
selected patients. The rest of his effort is 
devoted to studies of sociologic factors af- 
fecting mental health and personal satis- 
faction with college experience. 

A series of visiting psychiatrists have 
stimulated the staff by discussing various 
theories and college settings. Senior con- 
sulting psychiatrists assist in conferences, 
supervision of treatment and the handling 
of special problems. 


Activities. The central activity of the Yale 
Division of Mental Hygiene is in the clini- 
cal work of evalaution and therapy of col- 
lege students and, to a minor degree, fac- 
ulty. You may have noticed that every 
member of the professional staff, no matter 
what his primary orientation is, carries 
some cases in therapy with considerable 
opportunity for supervision. During the 
last year 515 patients were seen for an aver- 
age of 8 hours. Studies of our case load 
show that something over 15% of any class 
graduating from the college will have con- 
sulted the mental hygiene division. Around 
10 cases a year are hospitalized through the 
division; about 20 cases spend some time in 
the infirmary while working out acute prob- 
lems; and 30 to 40 cases interrupt their 
education for some period of time because 
of emotional problems. The main treat- 
ment orientation is toward dynamic psy- 
chotherapy, with an occasional case being 
carried through long periods of time in 
supportive psychotherapy. It is our belief 
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that with freely available consultation we | 
tend to see emotional disturbances in their 
early stages when they are still unstructured 
and capable of resolution in brief periods. 
It seems increasingly apparent that psycho- 
therapy of the crises of college students 
calls for many technical deviations from 
psychotherapeutic models for adults, and 
we feel increasingly the necessity to develop 
systematic descriptions of these problems. 
Research activity in the division-is multi- 
disciplinary and multidimensional and is 
aimed at achieving the broadest possible 
understanding of the college student and 
college life. In addition to those members 
of the staff whose appointments are pri- 
marily to research positions nearly every 
member of the group carries on some re- 
search activity into clinical or practical 
problems. We make our research findings 
freely available to administrative and fac- 
ulty committees in the belief that the broad- 
est possible insights into the position of the 
college student are helpful in determining 
educational policy and direction. 

The community activities carried on by 
the division are almost too varied and num- 
erous to discuss. However, it is the policy 
of members of the clinic to be freely avail- 
able for consultation with the faculty and 
administration on problems which come 
up, whether they involve specific student 
situations, policy or referrals for evaluation. 
Specifically, we are consulted concerning 
misbehavior leading to disciplinary action, 
for assistance in the training of counselors 
and for the evaluation of students seeking 
admission in whom there is evidence of some 
psychological problem. When we discuss A 
specific student case it is only with his E 
mission and always within the bounds 0 
the confidential relationship. We also meet 
with various committees of the college a 
with special committees set up to deal wit 
specific problems. Ideally, we wish to 


recognized as a resource to which any mem- 
ber of the college community may turn for 
help in discussing any issue involving emo- 
tional life. 

The training activities involve offering 
supervised experience in psychotherapy to 
psychiatric residents. We are now evolving 
a 2-year program of training to begin with 
the third year of residency for those with 
specific interest in college mental hygiene 
work. 

This thumbnail sketch of the Yale Divi- 
sion of Mental Hygiene may give some 
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suggestion of the range of activity of a well- 
established department. Despite the rela- 
tively large size of the department, as such 
clinics go, the expense of the division is 
reasonable, being well less than half as 
costly as the other function of the health 
department and certainly less expensive 
than many small departments of instruc- 
tion in the university. The increasing con- 
tributions of this small division to general 
university life is satisfying on many sides. 
Its members, at least, are greatly rewarded 
in their work. 
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ALINE B. AUERBACH 


Varieties of purposes and methods 


in film discussion meetings 


Many of the films shown in educational 
programs deal with concepts of interper- 
sonal and community relations that are 
closely related to the background and goals 
of social work in its broadest sense. In 
community after community, social workers 
are called on to serve as discussion leaders, 
along with physicians, psychiatrists, public 
health personnel, psychologists and educa- 
tors. It is therefore perhaps fitting that we 
look a little more closely into the matter 
of film discussions and raise some questions 
regarding their purposes, the methods one 
may use to achieve these purposes and what 
one may realistically hope to achieve 
through such programs. 


Mrs. Auerbach is director of parent group education 
for the Child Study Association of America. She 
presented this paper May 21, 1956 in St. Louis at 
the 83rd annual forum of the National Conference 
of Social Work. 
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It is rare today to find films in the fields 
of mental health and family and human 
relations shown without some provision for 
a discussion period to follow. Many of 
these films are distributed, as we all know, 
with the suggestion that such a plan be 
adopted. Discussion outlines to guide the 
discussion leader are coming more and more 
to be the rule. 4 

The trend toward providing audiences — 
with an opportunity to talk about the films | 
they have seen seems to stem froma number 
of quite different sources. In some situa 
tions, producing groups were interested E 
audience response, in testing out the eka 
tiveness of the medium in conveying 4 spe 
cific idea. In other situations, and s 
for many different reasons, it was felt tha 
the content of the film had to be af 
guarded.” It was recognized that ain 4 
people in a group take different and $0 7 
times quite contradictory ideas from k 


a 


same film material—as they do from books 
or lectures or other formal presentations— 
and that comparing their interpretation 
with that of others may serve as a healthy 
check or balance. It was also recognized 
both by producing and distributing groups 
and by program planners in many commu- 
nities that the material presented in a film 
on such complex matters as mental health 
and personality development, for example, 
had to be condensed and simplified to fit 
the medium. The limited amount of time 
available for the development of the dra- 
matic material alone made this necessary. 
It was felt then that this material can profit 
by having members of the audience add 
something of their own experiences and re- 
actions. In this way the basis of learning 
of the group as a whole is enriched and 
each individual is presented with a variety 
of additional facts and interpretations to 
which he responds in his own way as he 
tries to fit the ideas set forth in the film to 
his own life situations. 

In discussing the film as a device for pub- 
lic health education; Dr. Paul V. Lemkau 
adds another reason for the use of discus- 
sion. “To a large extent,” he points out, 
“it was found that the audience was likely 
to leave tense, anxious and guilt-laden un- 
less discussion was encouraged. In such 
discussions it becomes possible for the mem- 
bers of the audience to recognize that they 
are not alone in these feelings, that others 
also feel anxious because they were not in 
the past able to achieve the satisfactory atti- 
tudes usually portrayed at the end of films. 
Discussion usually brings out technical 
faults in the film itself, so that it is robbed 
of any magical authority that may have 
been imagined for it. It can be discussed as 
something having no more authority than 
any other human statement. Then its 
teachings can be discussed realistically and 
the members of the audience can leave with 
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the concept of a desirable adaptation to 
some problem or problems, but not feeling 
that, having failed to make exactly the adap- 
tation depicted, they have in that measure 
failed in their own lives and in guiding the 
development of their children.” * 

But behind these different reasons for the 
stress on group discussions there seems often 
to be a more general, less clearly defined 
concept, the idea that group discussion has 
a persuasive, almost magical quality. How 
often today do we hear people say that one 
must just get people together to talk—or to 
“talk it over” or to “talk it out”—and all 
will be well? 

This emphasis is not accidental, of course. 
It comes as a result of new and original re- 
search in psychology, education and the so- 
cial sciences, on theories of learning, indi- 
vidually and in groups; varieties of diverse 
group experiences such as the “small 
groups” in the field of the social sciences, 
the various approaches of “group dynam- 
ics,” group education in parent education 
and public health, and the different types 
of therapeutic groups in the field of group 
therapy. People in all the “helping” pro- 
fessions are becoming more and more aware 
of group processes as a potential means of 
individual growth and change and are 
eager to try to use them. 

The difficulty that arises, however, is that 
here as in many newly developed and 
rapidly growing fields the techniques of 
group discussion leadership cannot be 
quickly or easily gained. And our skills 
in knowing what to do can only become 
part of us if we take the time to think 
through why we do what we do and toward 
what ends. Then the what and the how 
begin to have meaning. 


eo ” 
1 Paul V. Lemkau, Mental Hygiene in Public Health, 
2nd ed., New York, McGraw-Hill Book Co. 1955, 
67. 
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It is not enough then to recognize that 
discussion offers a new dimension to the 
learning opened up by the presentation of 
the film itself and thus adds another possi- 
bility through which to “realize the film’s 
full potential.” We need to define the 
process more exactly, if we can, in order to 
use it effectively. 

As a first step, a quick look at some of 
the purposes of the films themselves may 
give us a basis for considering the purposes 
toward which the film discussions may be 
directed. 

Actually, discussion leaders themselves 
are often confused as to the purposes of the 
films; they are also often confused and 
dazzled by the many possible uses of the 
films within an agency or community pro- 
gram and find it difficult to settle on one or 
another. And the discussion guides are 
often not too clear either. Many emphases 

are valid and helpful in relation to different 
program goals, and by their very nature 
films in the fields of mental health—of in- 
terpersonal, human and community rela- 
tions—fortunately lend themselves to many 
different uses. It is essential for the leader 
to see the goals clearly himself and to know 
the intent of those who set up the program, 
so that he can function accordingly. It is 
just as important for the leader to know 
the content of the film and also something 
about the makeup of the audience and its 
experience with and response to other group 
education and film meetings. 

As these films are used in community pro- 
grams of different kinds, the intent is usu- 
ally educational in its broadest sense. It is 
hoped that the audience will take from each 


2 Produced by National Film Board of Canada. 


3 Produced by the department of child study of 
Vassar College. 


4 Produced by Mental Health Film Board. 
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of the films some message or interpretation 
that has meaning in their personal or com- 
munity life. The audience does not come 
together in these settings to discuss the tech- 
niques of production, as they would in a 
workshop on film-making, but rather to re- 
spond to and to gain something from the 
material it presents. If a leader sees this 
issue clearly he will then be able to helpa 
group move away from considerations of 
whether it is a good or a bad film to the con- 
tent itself (even though in talking about 
these matters the group will inevitably voice 
some reaction to the skill and realism with 
which they are presented). 


Even within an educational program there 
are—and should be—many different goals 
for the films and the discussion that 
follows. It seems that three main goals 
predominate, although the categories often 
overlap. First, there are films (and pro 
grams) directed primarily toward social ac 
tion in such areas as slum clearance and 
housing or intergroup relations or toward 
community support of agency programs 
such as delinquency prevention or medical 
education. 

Second, there are those directed frankly 
to the dissemination of specific information. 
These may deal with health problems such 
as nutrition or immunization, or with child 
development and characteristic behavior at 
different stages of growth as in “He Acts His 
Age” ? and the series of films that deal with 
particular age periods under the general 
heading of “Ages and Stages” * and “Meet 
ing Emotional Needs in Childhood: The 
Groundwork of Democracy.” * They may 
emphasize the prevalence of mental illness 
and the existence and role of treatment “a 
ices as in “The Lonely Night” * and To 
Serve The Mind,” ? or they may describe 
types of community services as “Angry 
Boy” * acquaints the public with the services 


of a child guidance clinic and “A Family 
Affair” + depicts the functioning of a family 
agency. 

Third, there are films (and programs) 
geared hopefully toward what is known as 
“preventive mental health.” This usually 
means working toward a richer understand- 
ing that may bring with it a shift in attitude 
and may help the viewer function more ef- 
fectively in his interpersonal relations. 


_ “Angry Boy” and “A Family Affair” have, 


of course, also been widely used toward 
these ends, as have the other films in the 
category of child development mentioned 
above. 

One might parallel these three categories 


_ of the purposes of films with three somewhat 


different goals of group discussion: 


l. To help a group come to a common 
agreement and group decision. This is 
often an aim of discussions that involve so- 
cial action, but is a controversial point in 
other types of programs which are directed 
toward the members’ increased knowledge 
and growth. The latter are based on an 
individual's right to make choices that he 
finds suitable, even if they go contrary to 
those of the other members. 

2. To help a group assimilate new, specific 
ideas. 


3. To gain a wider understanding of facts 
and feelings that seem pertinent in the life 


of the audience or group member. 


These last two goals relate closely to the 
last two program goals above, namely, the 
gaining of information and the opportunity 
for personal growth through education, and 
apply to both. If one looks closer, however, 
One sees that they carry quite different im- 
Plications and that the leader may have to 
make a choice of two directions in which 
the discussion shall go. Shall he use his 
leadership to confine the discussion to the 
Material or points raised by the film? Or 
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shall he allow or even encourage the group 
to use the film presentation as a springboard 
for their own ideas and concerns, sparked by 
the film but not necessarily limited by its 
content? 

Confining the discussion to the points 
raised by the film can provide a thoughtful 
exploration of certain specific topics if these 
are logically developed and if the members’ 
contributions are skillfully pulled together. 
If the subjects are of true concern to the 
group the discussion can be meaningful; if 
they are not, the discussion may be forced 
and fall flat. If, on the other hand, the 
film presentation is used more freely as a 
springboard for the group’s own ideas and 
concerns, the discussion is apt to be more 
lively and personally rewarding. It may, 
however, become scattered and diffuse. 
This can be avoided if the leader keeps the 
discussion within the range of interest of 
the group as a whole and is able to integrate 
the comments and concerns of the members 
and to add interpretations of their contrib- 
utions that—it is hoped—will increase their 
general understanding. 

This may seem to be a large order. But 
it is the kind of discussion leadership that 
has been used quite effectively in parent 
groups. To relate, therefore, what we can 
learn from parent group education that has 
meaning for film discussions and at the 
same time to point up the differences be- 
tween the two I shall draw on the experi- 
ence of my agency, the Child Study Asso- 
ciation of America. 

The association’s group program focuses 
on the experience of parents meeting to- 
gether in small groups for a continuing 
series of 10 or more meetings to discuss 
their common concerns under skilled leader- 
ship. The association also has developed 
in recent years series of programs of train- 
ing of professional personnel—social work- 
ers, specially selected educational and guid- 
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ance workers and public health nurses—to 
lead parent discussion groups. 

“Good” group discussion can be defined 
in many ways. As it is conceived and used 
in these programs it develops from the 
needs of the members, in a broadly educa- 
tional experience, directed toward a specific 
goal—that of helping the group members to 
better understand their children and them- 
selves in order to function more effectively 
in their parent-child relations. Members 
are given the opportunity of sharing their 
day-by-day experiences and concerns, voic- 
ing their feelings as well as the facts about 
their successes and failures. Talking in this 
way they begin to get a feeling of where 
they stand in relation to others, of how they 
and their children are similar to and how 
they are different from other children and 
families. Through the interaction of the 
members of the group each gains in- 
creased strength from the support of the 
others and also from the ability to stand 
up against criticism. They become better 
able to look at a situation in its entirety, to 
understand somewhat better the meaning of 
specific behavior. By checking their ex- 
pectations and fantasies against reality 
within the framework of the group, they 
seem to gain new attitudes and new expec- 
tations for themselves. 

These are some indications of what can 
take place in group discussion if the pro- 
gram is related to the needs and interests 
of the group, if it is suitably carried out and 
if the members are not emotionally blocked 
in their ability to learn. Group discussions 
such as we have described are not directed 
toward the pathological aspects of person- 
ality function but are educational in nature, 
using the word in its broadest sense to in- 
clude attitudes as well as facts. It must be 
remembered, however, that the tech- 
niques of discussion and some of the 
possible results suggested here are drawn 
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from discussion over a series of meetings 
during which the material is developed at 
the group’s own pace, and time is provided 
to allow for the effect of the group process. 
We have seen too, however, that modifica- 
tions can and must be made in different 
settings and that if aims and purposes are 
defined realistically similar techniques can 

be used appropriately. 

To what extent then are these concepts 
and methods applicable to discussions of 
films? 

Discussions of films may take many difler- 
ent forms. Sometimes the film showing is 
followed by a discussion by one person, usu- 
ally an authority or specialist in some aspect 
of the fields drawn on in the film presenta- 
tion. His participation depends on the way 
in which he sees his role. He may be called 
a discussion leader, yet he may feel that he 
can contribute best by giving his own views 
about the film. In this case, he serves as az 
discussant rather than a leader of discusston 
from the group. 

Sometimes a panel of several participants i 
is invited to discuss the film; they share 
their reactions as if they were functioning 
as a small group. This is often planned 
to open the way for discussion from the 
floor and may serve well to broaden the 
base of the discussion by introducing neW 
material and raising questions for the group 
to carry further. On the other hand, the 
presentation by the panel cuts down the 
time available for comments from the audi- 
ence. 

Sometimes one person is cle 
to serve as a discussion leader. He may by 

i These 
any one of many group techniques. i 
may include buzz sessions, “discussion ae 
etc., which are designed to break the a 
ence into small sub-groups so that members 
may participate more freely as they d a 
one or several aspects of the material P 
sented. Each of these methods has certai 


arly chosen 


ee 


advantages and limitations. For the pur- 
poses of this presentation we are focusing 
on those film discussions in which the leader 
develops the discussion from the audience, 
applying to this setting such group discus- 
sion techniques as are suitable. 

Obviously this situation is different in 
several respects from the discussion that 
takes place in a continuous series of discus- 
sion meetings as described above. First, in- 
stead of building the discussion from the 
individual contributions of the group mem- 
bers, the group as a whole is presented with 
a body of specific material which they all 
share at once. This immediately broadens 
the group experience by giving a common 
base to which they can respond. It has the 
further advantage of being presented with 
dramatic impact, making use of all the 
audio-visual elements to put before the au- 
dience a significant experience rather than 
an abstract idea, But while this gives a 
broader common base it is in another sense 
more limiting. The content is chosen for 
the group, in the first place by the film- 
makers and secondly by the program plan- 
ners who select a particular film to present. 
The content may or may not be close to 
the needs of the group. Also, while the 
exposure of the group to the same film con- 
tent may seem to give a common ground on 
which to start the discussion, members re- 
act differently to what they have seen, out 
of their own different lives and capacities. 
The discussion then must first clarify as 
much as possible the nature of the response 
to the film, to establish what it is on which 
the group can build. 

Films are most frequently presented to 
groups in single meetings, of course, or if 
there is a series each session starts with an- 
other film presentation. There is little time 
2 develop the material gradually from the 
Interplay of the group members. The ex- 
tent to which this is possible is further de- 
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pendent on the size of the group. A large 
attendance (of more than 30, perhaps) will 
naturally limit participation in the discus- 
sion to those who are most articulate, most 
aggressive or often most troubled. The 
more reticent members never get a chance 
because of the limited time. Because of the 
size of most groups and the obvious inabil- 
ity to explore and adequately meet the 
needs of the members, discussion at such 
meetings can usually only be a beginning. 
The important point is that it can open up 
for the group new ideas and feelings which, 
it is hoped, they will think about more 
fully later either by themselves or in other 
groups. 

How much can be realized depends to a 
great extent on the leader. How well has 
he thought through the possible gains and 
limitations of the discussion and his own 
role in it? On what background of knowl- 
edge and skills can he draw? Leadership— 
whether of discussion in a continuous series 
or in film-meetings—requires knowledge of 
content and skills To lead discussions of 
interpersonal and human relations it seems 
essential that the leader have a wide knowl- 
edge of personality development and the 
dynamics of behavior. He should use this 
not to pour information out to the group 
but rather to know where to encourage the 
group to look at other aspects that will 
broaden the picture. He must be able to 
generalize from the discussion with concepts 
that tie together and give a broad perspec- 
tive to the questions and comments of the 
members. ? 

He must also know what is appropriate 
en ST a 
5 See Aline B. Auerbach and Gertrude Goller, “The 
Contributions of the Professionally Trained Leader 
of Parent Discussion Groups,” Marriage and Family 
Living, 15 (August 1953), and Gertrude Goller, “The 
Place of Psychodynamic Orientation of Professional 
Leaders in Parent Education,” Journal of Psychiatric 
Social Work, 24 (September 1955). 
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for group discussion and what is not, differ- 
entiating the more normal from the patho- 
logical. How a leader can handle pathol- 
ogy as it is revealed in the group would be 
a subject for exploration by itself. Perhaps 
we need only suggest here that it be done 
in a way that is not threatening either to 
the individual or the group—by accepting 
the validity of anything that is expressed 
but indicating that some ideas can more 
suitably be explored in a group than others 
and by being ready to suggest other sources 
of help if this seems indicated and a favor- 
able opening is provided. These, of course, 
are situations with which the social worker 
is familiar and usually expert in the person- 
to-person relationship. Some of the same 
considerations apply in the group with the 
added factor, however, that here one is faced 
with multiple responses to the leader's 
handling of one individual. 

In our experience, social workers by and 
large are not so familiar with the techniques 
of group education or, as it is called in 
some settings, group counseling—techniques 
which we are discussing here as they have 
bearing on film discussion meetings. An- 
other paper might be devoted to this topic 
too—on the how that helps the group to- 
ward its goals. Ina paper on basic concepts 
in the technique of parent group edu- 
cation,® Dr. Peter B. Neubauer has formu- 
lated some principles of group education as 
applied to parent groups that are relevant 
to any group discussion. He points out 
that although these skills take time to learn 
they can be acquired by a thoughtful and 
conscious use of one’s professional self to- 
ward specific goals. 

The leader, then, should adapt his dis- 
—_ 
6 Peter B. Neubauer, The Technique of Parent 
Group Education: Some Basic Concepts in Parent 
Group Education and Leadership Training, rev. ed., 
New York, Child Study Association of America, 
1953. 
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cussion techniques realistically to what the 
setting can be expected to provide—even 
within one discussion period. He can di- 
rect the group toward one of the goals we 
have already mentioned, sharing their dif- 
ferent reactions to the theme of the film if 
that is his choice or voicing their common 
and different concerns about aspects of their 
lives suggested by the film-content if he sets 
the course of the discussion in this direc- 
tion. In either case he can help the group 
(although to a limited degree, to be sure) 
to see what group discussion can or cannot 
be expected to achieve. It may not be easy 
for them to accept the fact, for example, 
that as group leader he is there not to 
answer their questions but to encourage 
them to work out their own solutions on the 
basis of better understanding. But a start 
can be made in this direction. The leader 
can strengthen this point by relating spe 
cific questions or comments of one member 
to the experiences and ideas of the group as 
a whole. In this way the member with a 
“problem” and the others in the group will 
be helped to see, perhaps,/that such discus 
sion meetings are not problem-clinics, that 
“problems” (and many general questions 
too) need more exploration before anyone 
can begin to work out for himself new solu: 
tions or modified attitudes. Here too how- 


$ P . in not 
ever, even such a point is often a gain n 


to be underestimated. i 
More fundamentally, then, what can an 
should emerge from discussions aroun 
mental health education films is 4 point 
view as a beginning of learning: This pom 
of view could be described in many differ 
ways. I would hope it might include som! 


of these ideas: 


ple about 
ivers 


1. That certain concerns of peo 
themselves and their families are un A 
yet that individuals differ considerably 

their response to similar life problems: i 


2. That human development is marked by 
characteristic development stages, each with 
specific tasks, 


3. That the response of individuals to these 
tasks takes different forms, depending on 
the individuals, their families and the cul- 
ture in which they live. 


4. That most “problems” of life adjustment 
are not met with easy or quick answers, 
since they are complex in nature and need 
to be looked at in their complexity. 


5. That reasonably healthy people, unless 
they are blocked in their learning by areas of 
emotional conflict, can acquire insight and 
Knowledge, even though slowly, through 
educational experiences and in groups, and 
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that better understanding of a whole situa- 
tion makes it more possible for them to face 
and deal with it effectively. 


These formulations may seem obvious 
but we sometimes lose sight of them in the 
excitement and stimulation of a group in 
which as leaders we may be trying zealously 
to meet the needs of each person who 
speaks. They may help to give us a focus 
within which we can balance the needs of 
the individual with those of the others in 
the group. Thus we can use our skills to 
help group members together to gain 
through their own strengths as they react to 
what the film has given them and move 
toward “realizing the film’s full potential.” 
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ROBERT GIBSON, M.D., D.P.M. 


Incidence and pattern of crime 


among mental defectives 


Although a diagnosis of mental defect in a 
delinquent is not in itself an explanation 
of delinquency, the defective’s failure to 
achieve happiness in ordinary ways may lead 
to the adoption of delinquent conduct as a 
compensatory mechanism, more especially 
where upbringing has been lax. The de- 
fective may commit a criminal act simply 
because he does not realize what he is do- 
ing. It is equally commonplace knowledge 
that at other times he may know what he is 
doing but fail to realize it is wrong, or if 
he does he still may not appreciate how 
wrong it is. Finally, he may know what he 
is doing and also appreciate how wrong it 
is but yet fail to keep from committing such 
an act because of defective control. 

The extent to which defectives are in- 
volved in criminal proceedings has been the 


OE 
Dr. Gibson is clinical director of Manitoba School in 
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subject of study by various investigators. 
Dealing with delinquents who were men- 
tally defective, East (1927) quoted the fig: 
ures obtained from the examination © 
1,462 male adult prisoners received into 
Brixton Prison, England, on whom the 
courts had called for psychological reports. 
Each of the accused was examined by two 
or more experts, and the consensus was | at 
1.3% were certifiable as mental defectives, 
1.4%, were not certifiable but showed ab- 
normal conditions, and a further 1.5% were 
insane. Where male adolescent prisoners 
were concerned the same authority cited the 
results of examination of 1,780 lads aged 
between 16 and 21 years who had been Te 


and that 54, 
| defectives 
ale adoles 


certifiable as mental defectives 
or 3.1%, were border-line menta 
Further investigation of 4,000 m 
cent delinquents in the London area, 


ried out by East, Stocks and Young (1942), 
revealed that nearly 4% were mentally de- 
ective. The incidence was put somewhat 
higher by Burt (1955), who estimated that 
t under 8% of juvenile delinquents were 
mentally defective whereas 28% were defi- 
nitely dull and no fewer than four out of 
ry five delinquents were below the mid- 
dle line of average ability. 
In studying the causes of delinquency 
Burt drew attention to the multiplicity of 
factors which were apt to be involved, apart 
from low intelligence. In this constellation 
© factors, however, low intelligence plays 
no mean role and its importance was under- 
lined by Ferguson (1952), who claimed that 
delinquency increased as scholastic ability 
decreased. Ferguson's survey was based on 
over 2,000 Glasgow boys, including ordinary 
School-leavers as well as those physically and 
‘mentally handicapped. The mentally han- 
“dicapped group consisted of 301 boys, both 
dullards and defectives, born between the 
“middle of 1931 and the middle of 1933, who 
t special schools in Glasgow at the age of 
16 years. It was found that nearly 24% of 
‘the mentally handicapped between the ages 
of 8 and 18 were convicted, with an average 
number of convictions of 2.0 per convicted 
boy. This compared unfavorably with the 
records of physically handicapped and ordi- 
na school-leavers. Rather less than 11% 
the physically handicapped were con- 
‘yicted, with an average number of convic- 
tions of 1.9 per convicted boy, and just over 
2%, of ordinary school-leavers with an 
average number of convictions of 1.6 per 
‘boy convicted. From the results of his sur- 
“vey as a whole Ferguson concluded that a 
ow level of scholastic ability was probably 
the major factor associated with a high in- 
cidence of crime. At the same time it would 
be wrong to underestimate the importance 
f environment in the causation of delin- 
quency in mental defectives. This aspect 


Crime Among Mental Defectives 
GIMON 


was taken up by Davies (1930), who pointed 
out that the impressionable and easily in- 
fluenced nature of defectives enabled them 
to reflect their environment and that there- 
fore a high incidence of delinquency 
amongst the defectives in a community 
would provide an index of social conditions 
and underline in turn the need to seek a 
cause in the community itself. 


In defectives the pattern of crime presents 
certain features of interest apparent not 
only in the antecedents of the crime but 
also in its type and in the method by which. 
it is carried out. 

A study of the circumstances leading up 
to the delinquent act naturally takes ac 
count of apparent temptation, provocation 
and motives. The moral qualities required 
to resist temptation are in general less 
strongly developed; lack of foresight and 
judgment coupled with heightened sugges- 
tibility tends to lower resistance, and im- | 
paired control further contributes to the 
committing of wrong acts. For similar rea- 
sons less provocation may be necessary, the 
fleeting opportunity creating the stimulus 
and defect of control leading to theft, firing 
of haystacks or more serious delinquency. 
In other cases there may be no clear provo- 
cation and delinquent conduct appears to 
arise quite impulsively. Whilst in many 
instances it is possible to establish a motive, 
whether it be obvious as in cupidity or less 
obvious as in sadism, the seemingly un- 
motivated character of some acts may serve 
to indicate the need of further examination 
for epilepsy, psychopathy or psychosis. 

Although no crime is restricted to mental 
defectives certain types are more frequently 
related both to mental deficiency itself and 
to the degree of defect. East considered 
the commonest offenses to be those of ac- 
such as stealing, embezzlement 
and then sex and va- 
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quisition, 
and false pretenses, 


grancy. From an analysis of the intelli- 
gence levels of 197 male defectives the same 
writer showed that theft and indecent or 
criminal assault on women and children 
were associated with a higher level than 
wandering or common assault. The respec- 
tive mental ages were 8.7 years for theft and 
8.4 years for indecent or criminal assault 
on women and children, compared with 
only 7.5 years for common assault and 
vagrancy. 

When the frequency of crimes committed 
by defectives is considered in relation to the 
total volume of crime a significant picture 
emerges. Of the total volume of indictable 
crimes in England Milner (1949) pointed 
out that about 90% were acquisitive, about 
3% offenses of violence against the person 
and about 3% sexual offenses. When, how- 
ever, the contribution of defectives was ana- 
lyzed Milner found that acquisitive crimes, 
although frequent, were usually trivial, 
crimes of violence were fully twice as fre- 
quent as in the ordinary criminal, but sex 
offenses were nearly 10 times as frequent. 

This incidence of sex offenses agrees 
closely with the findings recorded in Scot- 
land by Ferguson (1952), who showed that 
0.4% of ordinary school-leavers were guilty 
of sex offenses whereas no less than 4.7% of 
mentally handicapped boys were charged 
with sex crimes. The sexual offenses re- 
corded by Milner included the more serious 
charges of criminal assault on women and 
children and attempted rape as well as in- 
decent assault on males or females, indecent 
exposure and bestiality. It is noteworthy 
that children are more likely to be the 
victims of criminal assault or attempted 
rape. Defectives—with their adult sex im- 
pulses but the mental level of children— 
would appear to direct their instinctive 

drive towards those on their own intellec- 
tual level and hence they constitute a par- 
ticular menace to children. Of lesser sex 
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crimes indecent exposure is frequently as- 
sociated with mental defect, and bestiality 
occurs predominantly in either mental de- 
fect or dementia. Crimes of violence by 
defectives range from murder to cruelty to 
children and torturing of animals. 


The method of carrying out a crime may 
itself shed light on the mental state. Most 
commonly it reveals a defect in design, a 
failure to take elementary precautions and 
insufficient foresight to benefit from the 
offense, Not only may great risk be run for 
trifling gain but the proceeds may even be 
thrown away. Generally the history of such 
individuals provides abundant evidence of 
a lack of prudence and foresight. In other 
instances the matter may be complicated by 
an element of psychopathy or psychosis. 
Defectives who are also psychopathic are 
apt to show additional features of wanton- 
ness, senseless cruelty and motiveless lying. 
When psychosis is engrafted on mental de- 
fect the crimes perpetrated in this state may 
present bizarre features. East (1927) im- 
stanced a case where a defective with depres 
sion murdered his infant by first bludgeon- 
ing it, then burning it on the fire and 
finally placing it head downwards in a pail 
of water. According to this author, Psy 
chosis should be suspected where seve 
efficient methods of killing, any one © 
which would have effected its purpose, a 
adopted in succession. ‘The presence 0 
psychosis is especially important in murder 
charges, where insanity may be a legal ex- 
cuse whilst mental defect is not unless # 
involves unfitness to plead, failure to rec 
ognize the nature and quality of the act oF 
failure to realize that the act is wrong. 
This raises the further issue of legal a 
sanity. Only a proportion of higher-gr s 
defectives can be considered fit to pleats 
the others, as well as all imbeciles and i 
are in the same position as psychotics w 


are unable to fulfill these conditions and 
are therefore deemed insane under the law. 
Accordingly, a defective found unfit to 
plead may be detained as insane under the 
law even if no actual psychosis was detect- 
able on examination. 

If on the other hand he is found fit to 
plead, the question of criminal responsibil- 
ity becomes primarily a legal issue, It is 
then for the court to consider the facts of 
the case, review the medical evidence of 
mental defect which might influence con- 
duct, and decide whether such mental de- 
fect has so influenced conduct to modify or 
nullify the criminal responsibility of the 
accused. It may be established that through 
defect of reason the accused was unaware of 
the physical consequences of his actions or 
did not know that they were contrary to 
and punishable by law. However, even 
when a defective is found guilty of a crimi- 
nal act, proved mental defect may still op- 
erate as a bar to punitive sentence. Under 
such acts as, for example, the Criminal Jus- 
tice Acts in the United Kingdom (England 
and Wales 1948, Scotland 1949) it is the 
duty of the prosecutor to arrange for the 
mental examination of a presumed defec- 
tive and to lay evidence of deficiency before 
the court. The court may thereupon order 
removal to a mental deficiency institution, 
the institution designated in the order be- 
ing compelled to grant admission. For a 
first offender, however, whose conduct has 
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hitherto been above reproach, whose of- 
fense is trivial and who has been subject to 
considerable temptation the case may be 
met by guardianship, accompanied perhaps 
by attendance at a clinic to insure con- 
tinued observation and after-care. For 
more serious cases committal to institutions 
is the rule. Some are committed to ordinary 
mental deficiency institutions but others of 
vicious and dangerous propensities, such as 
those guilty of serious sex offenses, violent 
assault or burglary with violence, may be 
sent forthwith to the special state institu- 
tions set up for defectives of this type. 
Finally, admission may be to a mental hos- 
pital in a small minority of cases where 
delinquency appears related more to psy- 
chosis than to mental defect. 
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HENRY S. MAAS, Pu.D. 


Culture i 


psychopathology 


The social worker in our society deals daily 
with persons in stressful situations. His 
ultimate goal is to help his clients live the 
most personally satisfying and socially pro- 
ductive lives they can. To do so, they must 
be assisted in their times of crisis in ways 
which help them maintain or regain their 
mental health. The criteria for assessing 
mental health are elusive, but here are three 
standards which seem adequate for this 
discussion. 

We are mentally healthy, first, when we 
have a pretty firm hold on reality—that is, 
we perceive the world around us as well as 
ourselves with a minimum of self-defend- 
ing distortions; second, when our capacities 
for feeling and thinking are not too often 
blocked by inner unconscious protective 
operations—that is, most of the time we 


Dr. Maas, associate professor in the University of 
California's school of social welfare, presented this 
paper in June 1956 in Berkeley as part of a uni- 
versity lecture series on problems in the social 
services. 
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engage in living creatively and responsively; 
and, third, when we adapt or adjust to most 
unusual or unexpected and therefore po 
tentially stressful situations without serious 
damage to our bodies, our psyches or others 
in the world around us. Note that all these 
criteria are stated in the relative and se 
pery terms of degrees—‘‘minimum,” not 
too often,” “most of the time,” etc. There 
are no clear-cut demarcations of mental ill- 
ness; no clean bills of health may be issu 
to anyone for all times. In regard to the 7 
third criterion, adaptability and adjustab! 
ity in the face of the unusual or unex pectee — 
we must remember that certain crises none 
of us can endure, and each of us has his on l 
private Waterloos beyond which becoming 
mentally ill is the only route to biolog! 
survival. a 
Those who lose their hold on reality oa 
gross way, substituting their private t 
tasies for sizable segments of the wi 
around them, we generally call psychoti 
for them, inner impulses are the ge 
guides to action and almost completely 


place responses to the goals, means and 
controls of the surrounding culture. Others 
whose thinking and feelings may be blocked 
to a lesser degree but whose creativity and 
responsiveness are dulled by excessive inner 
listening to the voice of conscience (or the 
learned demands of the culture) are con- 
sidered neurotic. If psychotics have fled 
their culture, neurotics are the prisoners of 
their culture. Neither mode of adaptation 
to stressful situations can lead to a per- 
sonally satisfying and socially productive 
life. 

Finally, at least for present purposes, 
there are those who more or less consciously 
find society’s expectations for approved be- 
havior unacceptable; they see themselves as 
exceptions to the rules of the group and 
while they often accept for themselves the 
goals of the culture—for example, in ours, 
acquiring as much money as possible—they 
rarely live as though they understand the 
need to achieve these goals by culturally ac- 
ceptable means and thus may con, steal or 
even kill for it. They are among those we 
say have a character or personality disorder. 
Defects in the development of personality 
arise in the course of growing up as one 
fails to incorporate or actively rejects some 
but not all the important standards of one's 
culture. Our hunch is that here the de- 
velopmental process of identification with 
parents and/or their substitutes goes awry. 

This much, by way of introduction, to re- 
viewing what we mean by psychopathology 
and hinting at its relationships to culture. 
(We are obviously not giving any special 
attention to organically based forms of psy- 
chopathology.) And by the term culture 
we mean simply the characteristic or Cus- 
tomary ways of living of a group of people, 
including the beliefs, values and attitudes 
which direct their habitual behavior. If all 
the above seems painfully oversimplified, I 
ask your forgiveness. An introductory 
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statement must be kept from qualifying and 
ramifying itself into a full-length presenta- 
tion. 

With preliminaries out of the way, the 
body of this discussion opens with real-life 
material as a basis for more general observa- 
tions. All these observations have to do 
with relationships between the social worlds 
or group life of people, on the one hand, 
and with the mental health of the individ- 
ual person, on the other. The real-life 
material concerns the mental health of one 
man, and culture is considered in its broad- 
est sense, as the ways of life of a sizable 
group of people in a sizable, fairly well de- 
fined region of our country. If some of the 
observations made about this one man and 
his culture seem far too broad on the basis 
of the limited data presented, my only ex- 
cuse is limits of time. With more time, 
we could easily have more data. If the 
final set of generalizations, moreover, fails 
to make us happy, they should at least stim- 
ulate us to think—and this is after all the 
first obligation of a university to its stu- 
dents. 


Not so very long ago I met Pvt. Edward 
Jones.1 We were both in the U. S. Army. 
Private Jones had been assigned to pole 
line construction. I had been assigned as 
a social case worker in an army general 
hospital. 

Private Jones was a tall, lean, 23-year-old 
Negro from the deep South—tural Mis- 
sissippi, as I recall. He had been sent to 
the psychiatric ward because of his odd be- 
havior. Our questions were: Is Private 
Jones mentally ill? If so, in what way is he 
mentally ill? What then is appropriate 
treatment for him? 

When I first met Private Jones he seemed 
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moderately relaxed. He spoke with me 
quite openly about his situation, though he 
rarely looked at me as he spoke, and then 
only furtively. His speech was soft and 
southern. 

He explains that this is the fourth time 
he has been in an army hospital since his 
induction 13 months ago. Simply, he ex- 
plains that when he gets the command to 
“speak the word of God” and does not do 
so, God gives him spells. When he does 
obey the word he gets in trouble with the 
army. He has been ordered not to preach 
while on duty. He has been moved from 
outfit to outfit. The “orders to preach” 
have come upon him repeatedly when he 
has been on a weapons range. When he 
denies these orders he falls to the ground 
“speaking tongues.” These episodes last 30 
minutes to an hour. The last one occurred 
last Wednesday. 


Private Jones’s adjustment in the army 
has thus not been a good one. The conflict 
is clearly one between heeding the Holy 
Spirit and following army rules and com- 
mands. One time while he was on kitchen 
police (KP) the spirit moved him and he 
went to church and prayed for hours—for 
which he was court-martialed. He feels 
that nobody in the army understands him 
or the work he has to do. 

Prior to entering the army, Private Jones 
spent two years in the field preaching nights 
and. working part-time during the days as 
a cook, waiter and insurance agent. He got 
along well on his jobs; he was never fired, 
although he would quit for periods of as 
long as a month to “deliver the word.” 
Four years ago he decided to devote his life 
to the ministry. 

Private Jones's family lives on a farm as 
sharecroppers. He attended school to the 
eighth grade, quitting because it became 
necessary for economic reasons for him to 
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help out on the farm full-time. In spite 
of the efforts of Private Jones and his 
brothers, who raised good crops, the father 
did little but waste their money on liquor. 
The family always had it hard financially— 
worse, according to Private Jones, than most 
other people in the community. 

Private Jones’s father was a minister too, 
although not a good one. He would abuse 
the mother often, work the children like 
slaves, drink heavily and in general not act 
as a good Christian should. When Private 
Jones was 15 his father denied him as his 
son, claiming the mother had had him by 
another man. Private Jones said that about 
this time he turned more strongly than ever 
to the Heavenly Father. 

Since entering the army, Private Jones’s 
girl has met and married another man. He 
does not believe in having more than one 
girl at a time. Sexual relations out of 
marriage he believes are no sin against God, 
though they may be against one’s own body. 

He plans to continue in the field of the 
ministry. The army offers no future for 
him because of his education, although he 
has scen “the truth and been visited by the 
Holy Ghost.” Private Jones does not feel 
he will be able to finish out his service m 
the army as things are now. Even a dis- 
honorable discharge would be satisfactory, 
as it is “God’s will’ that he leave the 
service. 

Private Jones spends his time on the ward 
writing lectures, waiting for an opportunity 
to do more preaching and curing. 


Here is a man who is apparently a law- 
abiding and accepted person in his own 
community—so, at least, the Red Cross 
home service office worker reports tO us: 
The physician asks about this man: Are 
these hallucinations he hears and sees? The 
social worker asks: Are these socially H 
proved and learned behaviors, not too un 


common in his home community—or larger 
subculture? The psychiatrist may say: 
Here is a paranoid personality. The social 
worker may say: Here is a man with beliefs, 
values and attitudes shared by others in his 
own world, a man who has found work 
which is approved and even highly valued 
in his world. Is this mental illness? Or is 
this cultural training, appropriately ex- 
pressed in one culture and not in another? 
Is this in some sense both? Or is there no 
mental illness here at all? These are im- 
portant questions, obviously, because the 
treatment to be provided for Private Jones 
depends upon their answers. 

We have suggested, in not all precisely 
defined terms, criteria to use or cues to look 
for in regard to mental health and mental 
illness in an individual. They have to do 
with the person’s (1) grasp of reality, (2) 
ways of feeling and thinking, and (3) flexi- 
bility in adapting or adjusting under stress. 
Let’s apply criterion 2 first, ways of feeling 
and thinking. Admittedly, we have very 
little information here, assuredly not 
enough to answer this question with any 
certainty. But what do we know about the 
ways Private Jones expresses (or fails to 
express) his feelings? What are his feelings 
in relation to the content of our interview? 
How does he communicate, in thought and 
feelings, with the interviewer? If I note 
that “he rarely looked at me as he spoke, 
and then only furtively,” I can only wonder 
whether status and caste differences between 
a deep South rural Negro enlisted man and 
a white officer may not account for such 
behavior. If I add that he seems appropri- 
ately unhappy, in view of his total circum- 
Stances in the army and specifically in re- 
porting that his girl had married another 
man, you know at least that he does not 
giggle at what we in our dominant core 
culture—the ways of white, Protestant, 
middle-class America—consider adverse cir- 
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cumstances. Nor does he weep with over- 
whelming and perhaps excessive grief. Nor 
is there evidence of anxiety in the inter- 
view, blocking his thought processes or his 
communication of feelings; this we might 
expect to find among some neurotics, beset 
by inner conflicts. But Private Jones seems 
unconflicted within; his is a battle with the 
outer world—with the demands of his new 
culture, the military—so foreign to the 
world he has known before. To all appear- 
ances his thinking seems organized and his 
feelings seem ‘“appropriate’—that is, in 
our own cultural context—and we must be 
aware that when we term a client’s expres- 
sion of feelings “appropriate” it is always 
in some cultural context, usually our own. 
We should instead be using the norms of 
the client’s own culture—that is, his reali- 
ties. Clearly only his perceptions are odd, 
and his reactions to them: the visits from 
the Holy Ghost, the heard commands from 
God, the subsequent spells. Odd, that is, 
again in our cultural context. 


Here then the other two criteria—grasp on 
reality and adaptability or adjustability to 
the unfamiliar—come into consideration. 
From the outset there is no question on the 
latter criterion: Private Jones is not flexibly 
adjustive to the Army’s way of life. He is 
clearly no chameleon. He will not concede 
to the powers of the new culture that its 
beliefs, values and attitudes are right; to do 
so is to admit that his own culture’s beliefs 
and values, in which he has invested so 
heavily, are wrong. He thus fails the men- 
tal health test of adjustability—as do many 
of the men of conviction we have known, 
among them many whom our neighbors 
have called crackpots or worse, and a very 
few who have emerged as true—though not 
necessarily good—leaders. 

But what of the first criterion—grasp on 
reality—in regard to Private Jones? And 
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here we enter into more direct considera- 
tion of the concept of culture. May we 
start off generally? 

All of us are at the same time both 
unique separate individuals and members 
of many groups. The most familiar of 
these groups is the family, with its roots 
in many past families, branching off into 
many other concurrent families. All have 
as forces in their daily living the beliefs, 
values and attitudes which parents have 
learned and passed on to their children and 
shared with their kin and their neighbors. 
The beliefs are group-shared assumptions 
about man and the world around him. 
The values are group-shared guides to what 
each person strives to do and be—the 
“shoulds” and “oughts” of a group's liv- 
ing. The attitudes are sets toward behavior 
in repeated kinds of situations, sets which 
are learned in the course of growing up 
and becoming a member of the group. 
These beliefs, values and attitudes are an 
integral part of each group’s non-material 
culture; they underlie the group's character- 
istic or customary ways of living. Normally 
they are tied into our concepts of ourselves, 
and they are not easily modified—whether 
they are attitudes toward eating certain 
foods, values concerning how a mother 
should treat a 2-year-old or beliefs about 
supernatural forces, 

On the birth of a child no father in our 
social circles is likely to take to bed, expect- 
ing rest and attention, while mother goes 
off about her daily chores. Yet there are 
groups in this world among whom the 
couvade, as this practice is called, is cus- 
tomary and therefore a part of the culture 
and therefore a reality. No hospital close 
by would present a just-delivered mother 
with her newborn trussed up tight in kinds 
of winding sheets, so to keep him for the 
first eight or nine months of his life, with 
only his face clear to view. Yet in present- 
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day Russia and Poland and elsewhere the 
swaddling of infants is customary and there- 
fore a part of the culture and therefore a 
reality. So from the very earliest days of 
life the newborn and his parents experi- 
ence rest or activity, physical restraints or 
freedom and a host of multiple variant re- 
lationships with one another—varying, in 
part at least, with the beliefs, values, atti- 
tudes and consequently with the habitual 
ways of doing things which in one culture 
“make sense” but may well not in another, 
Realities vary from culture to culture. 

If realities vary, then so do the norms 
for personality—and personality deviation. 
What is the model of the good man or good 
woman in this cultural group? What then 
is the bad man or woman, or child, or teen- 
ager in this cultural group? Cultural mod- 
els are expectations. Cultural expectations, 
like personal feelings, are realities. And 
these vary—these models and expectations 
—from one subculture or region to another 
within these United States. In essence, this 
means that if what is real in one culture is 
unreal in another, then mental illness must 
always be considered against cultural norms. 
It means that the social worker cannot truly 
understand a client without understanding 
the customary ways of living in his cultural 


group. 


What are some of the realities in the world 
of Private Jones? In his community, to be 
disowned by one’s father has its painful 
aspects; but his is a matriarchal culture 
where mother is the important one, and her 
mother, and her mother’s mother; and chil- 
dren are often fatherless, or step-fathered, 
or foster-fathered, or uncle’d; and the adult 
male typically leaves to the womenfolk al- 
most all the responsibility for the rearing 
children; and older sisters and aunts an 
cousins and friends with no blood-ties keep 
their doors open to displaced or errant chik 


dren—in this culture a slave-driving, alco- 
holic, often-absent father may be less threat- 
ening to a boy, because the system has 
built-in supports and facilities for the many 
children often in just such a spot. Cultures 
have their own inner balances, like the 
human body, or they die. Things would 
be different, with different meanings and 
feelings and inevitably different effects, for 
the child with a slave-driving, alcoholic, 
often-absent father living in the suburbs 
fringing Oakland or San Francisco, where 
families may be far-removed from blood- 
relatives or their substitutes, where merely 
an unmowed lawn may be cause for ostra- 
cism, where each child belongs squarely to 
the little modern house behind it. Finding 
no shelter there, or too much that is of a 
stressful nature, he is lost. Fatherless there, 
he is an anomaly, an unusual or odd one, 
and perhaps a sad one or even in time a 
sick one. For him to quit school at the 
eighth grade would be unheard of; Edward 
Jones, we may be sure, had many peers who 
did likewise. What, in the first place, is a 
stressful situation, and how, secondly, one 
reacts to stress are to some degree related to 
the kinds of situations and reactions one 
finds among others in one’s culture. Social 
scientists have coined the term “relative 
deprivation” and provided evidence that 
the sharing of pressures by many in a group 
may in effect reduce the impact of the pres- 
sures upon each individual in the group. 

Most important, for current purposes, in 
our assessment of what is culturally real for 
Edward Jones is the sanctioning of spiritual 
experiences of the types he described. The 
visions and other flights in which men en- 
gage, whether privately or in small or large 
groups, vary in form from culture to cul- 
ture; in effect—or, perhaps, purpose—they 
are not too different. In our age of TV 
and cinemascope spectacles who is to say 
whose modes of flight are the best? Among 
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the Balinese the trance involves the priestess 
and dancers at special ceremonies. Mar- 
garet Mead and Gregory Bateson observe in 
their study of Balinese character that in 
this culture “the ordinary adjustment of 
the individual approximates in form the 
sort of maladjustment which, in our cul- 
tural setting, we call schizoid.” ? But if this 
is a self-perpetuating and characteristic way 
of life, to be otherwise is to be out of touch 
with the realities of this culture, to think 
and feel unlike the others and to be unable 
to communicate in the appropriate symbols 
with one’s neighbors. For example, Bateson 
describes how his typically warm and out- 
going Western-world approach to children 
frightened both their mothers and the Bali- 
nese children themselves, until he learned 
to express his feelings in the Balinese way. 
Child-rearing among the Balinese, as among 
all peoples, has its frustrations and barriers 
as well as its rewards and its accommoda- 
tions. Because early parental practices 
among the Balinese are markedly different 
from ours, in a larger cultural context 
which differs in countless other ways too 
from ours, these people’s repeated involve- 
ments in, for example, physical proximity 
in crowds and at the same time their re- 
peated experiences of “‘awayness” or trance- 
like episodes should not surprise us. The 
visiting anthropologist notes these behav- 
iors as different from our own and gathers 
data to try to understand them. He does 
not call them symptoms of illness because 
they are odd to occidentals. 


To have concluded that Private Jones 
needed psychiatric treatment because of his 
use of his culture’s modes of awayness would 
have required an insistent belief in the reali- 
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ties of our culture as the only realities for 
men anywhere on the face of this globe. Can 
we be so sure that ours are the only ways and 
the right ones? We must be clear that 
culturally sanctioned behaviors may look 
like the symptoms of mental illness but 
have quite different meanings for members 
of groups whose culture differs from ours. 
From the above and related data the 
following generalizations are made: 


1. People’s beliefs, values, attitudes and 
consequently their habitual behaviors are 
largely a product of what they have learned 
in their own cultural groups. 


2. What is typical behavior in one group 
may be atypical in another. 


3. What look like psychopathological adap- 
tations in one cultural group may be proxi- 
mate to or not too far removed from the 
norms in another culture. 


4. Every culture, if it is to survive, provides 
both sanctions for a range of approved be- 
haviors and taboos for a range of disap- 
proved behaviors. Every culture develops 
outlets and supports for its members to ex- 
press some of their drives and barriers or 
restraints to the expression of other drives. 
To this extent all cultures impose frustra- 
tions upon cultural group members; all cul- 
tures define certain situations as stressful; 
and perhaps therefore all cultures, from 
the simplest to the most complex, are 
known to have mental illness among their 
members. In other words, wherever this 
problem has been studied some evidence of 
mental illness has been found in every 
cultural group. Thus the search for a way 
of life in which mental illness is non-exist- 
ent has as yet borne no fruit. 


5. While it seems almost certain that no 
cultural group studied thus far, whether the 
simpler, pre-literate societies of far-away 
places or the highly organized communal 
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farm societies of the Hutterites in the Da- 
kotas and Canada, is free from mental ill- 
ness, each culture seems to have a dispro- 
portionate share of at least one type or an- 
other type of mental illness. Even in the 
subcultures of our own country, studies re- 
peatedly show that there is a higher inci- 
dence of neuroses in the middle classes, with 
their more highly organized group life, 
their emphases on conscience and duty and 
achievement, all under a burden of guilt. 
By contrast, there is a higher incidence of 
those psychoses called the schizophrenias 
among the lower classes, where poverty and 
inadequate housing, a less well organized 
community life and much geographical mo- 
bility among families, plus greater freedom 
in the direct expression of aggression are 
more likely to characterize the way of living. 
Relationships between form of psychopa- 
thology and type of culture could be spelled 
out in more detail; the generalization, I 
trust, however, is clear. Types of culture 
and some types of mental illness seem to be 
related phenomena. 


To come back to cases, in Private Jones's 
world we expect to find more mental illness 
of the type some psychiatrists would say he 
bordered on—schizophrenia. Among mem: 
bers of the white Protestant family who 
owned the farm on which the Jones family 
sharecropped—especially among their chil- 
dren who headed for the big cities, deter 
mined to get ahead, driven and perhaps 
guilt-ridden though eventually financially 
successful—inhibition of feelings and loss 
of spontaneity do, at least in our times, 
afflict a sizable number of them and thei 
friends. Here are a formulation and a prob: 
lem to give us pause for thought and hope 
fully to lead us to action—when science 
through its empirical research provides us 
with the kinds of knowledge we 5° badly 
need to guide the way. 


PAUL H. HOCH, M.D. 


New aspects of treatment 


I am greatly honored to be invited to dis- 
cuss some of the newer trends in psychiatric 
treatment, specifically the impact of the new 
drug treatments on hospital organization 
and hospital planning. In addition to the 
newer drug treatments, of course, other psy- 
chiatric treatments have also been used and 
will be used, and experimentation with 
other treatments than drug treatments is 
also constantly going on in the different in- 
stitutions and research installations. Never- 
theless, because you are reading so much 
about the new drugs I should like to give 
you a very short review of where we stand 
with this form of treatment today. 

Before discussing the impact of this new 
form of treatment on the organization of 
our hospitals I should like to take a few 
minutes to outline to you where and when 
these drugs are used. The great medical 
journals like the Reader’s Digest or the 
Saturday Evening Post and many others 
convey to you approximately the value of 


for mental illness 


these drugs. Nevertheless, occasionally we 
shall have to augment or even sometimes 
correct some of the statements you read. 

The most effective drug in our hands 
today is chlorpromazine, which is followed 
in rank by rauwolfia preparations. All 
other drugs that you read about are far less 
effective, especially in seriously sick mental 
patients. 

These new drugs have one great advan- 
tage over other drugs which were used 
before. We had drugs before which sedated 
a patient, reduced the patient's excitement, 
but these other drugs—the barbiturates, for 
instance—inevitably, in higher doses, pro- 
duced drowsiness and even sleep. The ad- 
vantage of the new drugs is that we are able 
to sedate the patient or, as their popular 
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name indicates, tranquilize the patient, 
without inducing sleep. The patient re- 
mains ambulatory and is also in full con- 
tact with his environment. And being more 
quiet, being more tranquil and not domi- 
nated by his symptoms, he is reachable and 
accessible to other forms of treatment which 
can be given in addition to the drug therapy 
—for instance, psychotherapy or other meth- 
ods which are used to influence a patient. 

Now these drugs are most effective in pa- 
tients who are excited or disturbed or tense 
or very anxious. They are far less effective 
in patients who are apathetic and driveless 
and who are not in a state of tension or 
excitement. 

These drugs are not specific chemical 
therapies for a certain disorder. For in- 
stance, a drug doesn’t influence or cure 
schizophrenia or doesn’t cure arteriosclero- 
sis, but in some schizophrenic patients and 
in some arteriosclerotic patients the drug is 
able to quiet the patient and influence con- 
siderably the patient’s symptomatology. 

It has to be stated furthermore that these 
drugs are not responded to by every patient 
in the same way. The individual variations 
are very great and we do not know yet why 
one patient responds to this form of ap- 
proach and others do not. Therefore they 
cannot be universally applied and they are 
not treatments of which you can expect 
that, say 80, 90 or 100% of all the patients 
treated will recover, 

The new drugs are most effective with 
acute patients, that is, patients whose sick- 
ness is not too old. They are far less effec- 
tive with chronic patients. I am sure that 
when we review the effectiveness of these 
compounds a few years from now we will 
be able to state that we can accomplish a 
great deal with these drugs with acute pa- 
tients, and we can also accomplish a great 
deal toward changing the behavior of 
chronic patients; but of those patients now 


416 


in the institutions who have been there for 
quite a number of years the actual number 
cured will probably not be as high as is 
estimated today. 


In a hospital organization, to turn to this 
aspect of our problem, the drugs have ef 
fected a drastic change of great significance, 
namely, the elimination of the disturbed 
wards. The disturbed wards were full of 
patients who were noisy, disturbed, excited, 
destructive. In most hospitals where the 
drugs are used adequately and where the 
patients are treated with these drugs for a 
sufficient length of time we are able to ob- 
serve that the patients in these wards are far 
less noisy and far less destructive. Their 
behavior is usually more quiet and, I would 
say, more mature than before. 

These patients today are able to be on 
wards which are clean and which are fur 
nished similarly to other wards. There are 
draperies at the windows and cloths on the 
dining-tables. The patients are able to use 
utensils for eating, working and recreation 
which were formerly forbidden because 
there was always a danger that they would 
use them against others or against them- 
selves. 

The isolation of disturbed patients, the 
restraint of disturbed patients, is markedly 
reduced. It is, of course, not fully elimi- 
nated but it is markedly reduced. 

Now, if this chemical treatment of men- 
tal disorders has not accomplished anything 
else when we review its efficacy ten or fifteen 
years from now, this is such a considerable 
advance over former treatment of patients 
in the disturbed wards that I believe this 
alone would indicate progress in psychiatry 
in this area. 

I should like to dwell one minute on 7 
straint. Excited, disturbed patients have to 
be restrained because otherwise they woul 
harm others or themselves. If we are able 


to achieve the same effect chemically, by 
climinating the excitement state of the pa- 
tient, this makes the care of these patients 
much simpler of course. The relationship 
of the patient with the surrounding per- 
sonnel is a much better one, and I would 
say the certain undertones of force and oc- 
casionally even brutality that an excited 
mental patient provokes in the environment 
to a very large extent can be controlled and 
even eliminated. 

Some people have the idea that these 
drugs represent a chemical restraint. In 
other words, instead of restraining a patient 
physically or restraining a patient by brute 
force we are now simply restraining the 
patient chemically. I should like to allay 
this misapprehension. These patients are 
not restrained by the drug. As a result of 
drug therapy these patients are less tense, 
less excited, less upset and therefore they 
function better and behave more normally 
than before. 

From the point of view of the planning 
of hospitals it is important to mention that 
if we are able gradually to reduce the num- 
ber of patients who belong in the disturbed 
category then we will, of course, need far 
fewer special facilities for disturbed patients 
in the hospitals of the future. Psychiatric 
divisions of general hospitals, for instance, 
can have liberalized building plans and or- 
ganization for these patients, because with 
the use of these drugs the behavior pattern 
of mental patients as “mental” in many 
cases is eliminated, and the behavior of 
these patients will become more and more 
like the behavior of patients suffering from 
other diseases. This will help to reduce the 
Special and unjustified stigma which still 
attaches to a person who is mentally sick 
and therefore supposedly different from the 
way he would be if he were physically sick. 
Basically there is no difference, of course, 
between the two. 
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The use of the new drugs would also per- 
mit us to organize hospitals where the pa- 
tient is not hospitalized fully. I am allud- 
ing here to the day hospital, of which we 
still have only very few but which function 
very well in other countries, especially in 
Canada. In these hospitals the patients 
can be brought in in the morning and 
taken home in the afternoon, receiving dur- 
ing the day the treatment which is neces- 
sary. Two such centers are now being es- 
tablished experimentally by the New York 
State Department of Mental Hygiene. 

Disturbed, destructive, very upset pa- 
tients, of course, cannot be treated in such a 
setup but if you have the means to control 
these outstanding features of some mental 
disorders, as I have described, it will be pos- 
sible to treat more patients in day hospitals 
and more patients in clinics than was the 
case before. 

You can ask the question: Do these new 
drug treatments, which we are using ex- 
tensively in New York and which, of course, 
are also extensively used in other states, 
really influence the admission rate of pa- 
tients in the hospitals? You read, and you 
know, that a large number of patients are 
receiving these drugs on the outside on 
prescription. But does that really influence 
the rate of admission to our hospitals? 

Our statistics do not show it. In other 
words, the number of patients admitted to 
the state institutions is the same as before, 
and we do not know what the reason is why 
some of these patients who receive the drugs 
on the outside are still admitted to the 
hospitals. The explanation is probably that 
we do not yet know what kind of patient 
would need these drugs and in what dosage, 
so that his condition could be controlled 
without the necessity of his being admitted 
to a hospital. It is also possible that the 
patient's condition has to reach a certain 
degree before the drugs actually act prop- 
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erly. For instance, our observation is that 
these drugs are far more effective for seri- 
ously sick mental patients than they are for 
patients suffering only from mild emotional 
disorders. 

Although the admission rate has not 
changed under the influence of the drugs, 
the release rate from the state hospitals is 
changing. The increase in release rate, of 
course, is not based on the drugs alone but 
to a considerable degree, in my opinion, re- 
sults from the more extensive use of these 
drugs. This is quite gratifying. During 
the past fiscal year (1955-56) we released 
2,600 more patients from state institutions 
than during the year before. 

With the release of the patient the situa- 
tion is not solved, however. The relapse rate 
of the patients after discharge from the 
hospitals is still a pretty high one. To pre- 
vent relapses we shall have to do more for 
the patients in the community than has 
been done in the past. We shall have to 
use more extensive clinic organizations than 
we have today, and we shall have to staff 
these clinics, if possible, to such an extent 
that instead of merely following these pa- 
tients they will be able to give treatment— 
to continue giving the drug to the patients 
and in addition to give the necessary 
psychotherapy. 

Therefore, in hospital organization and 
planning it has to be emphasized that we 
have to increase very much the organiza- 
tional facilities and therapeutic facilities of 
our clinics. This, of course, also has bear- 
ing on clinics which are not run by the 
state, because they will also increasingly 
meet the large number of patients who are 
released from the institutions and who will 
be treated in the community. These pa- 
tients have to be maintained in the com- 
munity if you don’t want them to relapse 
and return to the hospital. 

I mentioned to you before that the use of 
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the newer drugs transforms the morale an 
behavior of many of the wards. Many ¢ 
the patients improve rapidly and are read 
for release sooner than before. Quite @ 
number of the patients improve under 
drugs without any additional therapy. He 
many can do that we do not know, but 
very large number of patients improve 
der the drugs only to such an extent 
they need other help. These patients wo 
need, then, occupational therapy, recrea: 
tion, individual and group psychotherap 

The staffing in our hospitals at present 
inadequate to fulfill this task. This larg 
number of rapidly improving patients 
have to be helped along, and somebody 
have to be there with whom the pati 
can discuss some of their difficulties 
some of their conflicts. Many of these pa 
tients in a stage of induced tranquility at 
ready to do this, although before bein 
given the new drugs they were not appro ch- 
able. It means therefore that we shall havi 
to have many more nurses, attendants, $0 
cial workers and other trained personnel t 
be able to take care of these patients 
Formerly many of these patients becam 
chronic and didn’t need this kind of helpi 

Many always ask when I speak about tasa 
topics: Are these drugs really so effecti 
that mental institutions will be closed anf 
that we don’t have to build any menia 
institutions? 

The answer is that these drugs até 
advance. These drugs, in addition to 
ready existing treatment methods in p4 
chiatry, are new weapons in treating i 
mentally sick; but they are not on the leve 
of treatments which can wipe out a conn 
tion completely. They are not even on 
level of penicillin, which is able, of cou 
to abolish some disease entities Peai 
completely. Á 

But if it is possible—and I hope it "W 


be possible—to balance the admissions #4 


yill 


the discharges in the state institutions, then, 
of course, from a long-range point of view 
it will not be necessary to build as many 

hospitals as we built before. But the money 
which formerly went into these hospitals, 
or at least part of this money, will still have 
to be used and have to be widely used to 
increase our therapeutic facilities. 


Psychiatry, like any other branch of medi- 
cine, is based on treatment. All other ac- 
tivities in psychiatry, training, research and 
probably many of the others are actually all 
here to serve one main purpose: namely, the 
treatment of the patient. Therefore the 
treatment of the patient will have to be con- 
centrated upon in the future, and we hope 
that much of the money which probably 
would have gone into long-range hospital 
construction can be used to increase the 
therapeutic facilities in our institutions. 

I would like to touch upon one more 
point of considerable importance. As large 
numbers of patients are improving, even 
though they are not fully cured, and they 
will need further support in the commu- 
nity, the attitude of the community toward 
these patients is a very important one. 
Maintenance of a patient in the commu- 
nity, treatment of a mental patient in the 
community, doesn’t depend on the patient 
alone. It depends also on the attitude of 
the community toward the patient. If the 
community is rejective, if its citizens have 
the feeling that these people should not 
be among them because they are not 100%, 
cured, that they should be locked up some- 
where away from them, this attitude ob- 
viously will influence not just the patients 
who are already in the community but the 
chances for discharge of those patients still 
in the hospital. 

I believe therefore that the community 
itself should examine its own attitude to- 
Ward these patients who are discharged. 
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They need a great deal of help. The chemi 
cal help and some of the emotional suppor- 
tive help we will try to give them, but it is 
equally important that the community look 
upon them without stigma, that the com- 
munity help them regain stature in the 
social organization, that the community be 
willing to give them jobs (of great impor- 
tance) and keep them feeling like full- 
fledged members of society. If this can be 
achieved, then I believe that the chemical 
help which we are giving and the psycho- 
therapeutic help which we are giving will 
be very much augmented by the attitude of 
the community. Such an attitude would 
also lead to a larger number of patients 
being treated in the community and not 
in the institutions. 

The treatment with drugs—and, of 
course, some other developments which I 
cannot go into here about hospital organ- 
ization and community mental health or- 
ganization—give us today a great opportu- 
nity to reorient the care of the mentally ill. 
The mentally ill patient should be in a 
hospital when he requires hospitalization, 
just as a person should be in a hospital for 
physical sickness if he requires hospitaliza- 
tion. But he should not be in a hospital if 
he does not require hospitalization and the 
patient's admission to a hospital should not 
be decided on a legal or an administrative 
basis but on clinical necessity. 

If nothing else is accomplished with these 
newer treatments, I hope they will focus at- 
tention on the fact that it can be decided 
on a clinical basis when a patient should be 
hospitalized, when a patient should be in a 
day hospital, when a patient should be 
treated in a clinic. With such an approach 
the treatment of the mental patient would 
be very similar to the treatment of patients 
suffering from other forms of disease—and 
this is how it should have been from the 
beginning. 
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BENJAMIN MALZBERG, Pu.D. 


Cohort studies of mental disease 


in New York State: 1943 to 1949 


MANIC-DEPRESSIVE PSYCHOSES 


First admissions with manic-depressive psy- 
choses to the New York civil state hospitals 
have shown a marked downward trend for 
many years. In 1930, for example, there 
were 1,160 such first admissions, or 9.2 per 
100,000 of general population. In 1940, 
despite an increase of population, there 
were only 794 such first admissions, or a rate 
of 5.9. By 1950 the number of such first 
admissions had fallen still further to 373, or 
a rate of 2.5. In 1930 first admissions with 
manic-depressive psychoses represented 
12.8%, of all first admissions and were ex- 
ceeded in number only by dementia 


Dr. Malzberg was formerly the director of statis- 
tics for the New York State Department of Men- 
tal Hygiene. These are the 7th and 8th of a series 
of 9 reports based on an investigation supported by 
a research grant from the National Institute of 
Mental Health. 
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praecox and psychoses with cerebral E 
teriosclerosis. By 1940 the manic-depressivé 
psychoses represented only 6.1% of all first 
admissions and ranked sixth in order of 
frequency. In 1950 they were seventh in 
order of frequency and included only 2.3% 
of the total first admissions. 

The downward trend is frequently 1% 
ferred to as an artifact resulting from a 
shifting in diagnostic criteria. It is difficult 
to believe, however, that the steady dow! 
ward trend in such first admissions has r 
sulted merely from a continued changi 
diagnoses year after year. If there were E 
secular trend in the frequency of the ge 
depressive psychoses it would have in 
more reasonable to expect a sudden a 
followed by a stabilization in the relal 
number of such admissions. It appeals 
more reasonable therefore to assume 
the downward trend is related to a E 
in the frequency of such psychoses. ; o 
also been suggested that first admissiO™ 


with manic-depressive psychoses have de- 
creased because many such patients are now 
being treated privately by means of con- 
vulsive therapies. This is undoubtedly true 
in part. However, the downward trend in 
such first admissions began long before the 
introduction of these therapies. 

The following analysis of the outcome of 
treatment of manic-depressive psychoses is 
based upon a total of 2,474 such first ad- 
missions to the New York civil state hos- 
pitals. These admissions belonged to five 
annual cohorts admitted during five succes- 
sive fiscal years beginning with the fiscal 
year 1943-44. The members of the first 
cohort were each followed for a period of 
exactly five years from the date of admission 
to a closing date during fiscal year 1948-49. 
The period of hospitalization was one year 
less for each successive cohort. The maxi- 
mum for the final cohort, that of 1947-48, 
was therefore one year. Rates of discharge 
and of mortality during specified periods 
after first admissions are therefore averages 
derived from the experiences of the cohorts 
who were under exposure during these 
periods. 

Table I shows the number of first admis- 
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sions in each cohort. In accordance with 
the downward trend noted previously, it 
will be observed that the cohorts decreased 
from a total of 564 in 1943-44 to 402 in 
1947-48. 

The age distribution of the 2,474 first ad- 
missions is summarized in Table I. The 
median age at first admission was 39.1 years. 
Just under 56% were within the ages of 25 
and 44 years. Females were admitted at a 
significantly younger age than males. Their 
median age was 37.7 years and fewer than 
30% were aged 45 or over. Males, on the 
contrary, had a median age of 43.3 years 
and almost half were aged 45 or over. 
These relative differences in age are related 
to subsequent differences in rates of dis- 
charge and of mortality. 

Of the male cohorts an average of 82.6% 
were discharged from the books within five 
years after hospitalization. This high per- 
centage may be compared with an average 
of 42% for all male first admissions. Even 
first admissions with alcoholic psychoses, 
with many discharges, averaged only 65.6%. 
Those with involutional psychoses averaged 
68.2%. 

Discharges were relatively numerous dur- 


First admissions with manic-depressive psychoses 


to New York civil state hospitals, 


fiscal years 1943-44 to 1947-48 inclusive 


TOTAL 


misean yea MARES ee 
1943-44 154 410 564 
1944-45 129 414 sa 
1945-46 156 333 489 
1946-47 151 325 be, 
247 


1947—48 155 


Total 745 
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TABLE II 


First admissions with manic-depressive psychoses 


to New York civil state hospitals, 


fiscal years 1943-44 to 1947-48 inclusive, classified according to age 


AGE NUMBER PERCENT 
(years) Males Females Total Males Females 
15-19 22 49 71 3.0 2.8 
20-24 43 148 191 5.8 8.6 
25-29 56 201 257 7.5 11.6 
30-34 65 285 350 8.7 16.4 
35-39 110 335 445 14.8 19.4 
40—44 116 217 333 15.6 12.6 
45—49 86 159 245 11.5 9.2 
50-54 67 130 197 9.0 7.5 
55-59 82 82 164 11.0 4.7 
60 or over 97 119 216 13.0 6.9 
unascertained 1 4 5 0.1 0.2 a 
oh ahs Sp S 
Total 745 1,729 2,474 100.0 100.0 
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ing the first three months, as shown in 
Table HI. A fifth of the male cohorts were 
discharged during this period. Discharges 
were few, however, during the remainder 
of the first year and increased to only 27.2%, 
of the total male cohorts for the entire year. 
The period of most rapid discharge was the 
second year. Almost half of the cohorts, 
48.8%, were discharged during this period. 
Thus, 76.0% of the male cohorts were dis- 
charged within two years after admission. 
Almost 80% of those discharged from the 
books during the second year had been 
placed in convalescent care during the first 
year. Therefore two-thirds of the male first 
admissions with manic-depressive psychoses 
left the hospitals during the first year of 
hospitalization, either by direct discharge 
or by placement in convalescent care. Ac- 
cording to a study of a corresponding cohort 
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of male first admissions during 1909-10 (1) 
43.8% had left the hospitals within a you 
and 59.7% were discharged within fin 
years. These include discharges following” 
readmissions. On a similar basis the ad 
justed percentage for the current male 
cohorts would be 60 at the end of the ra 
and 75 at the end of the fifth year. Bo | 
were significantly in excess of the earlier 
results. dis 
Of the female cohorts 14.9% were a 
charged within three months after w 
pitalization. This grew to 21.3% gee 
end of the first year. As shown in the E 
57%, of the cohorts were discharged duri 
the second year. By the end of the 
year 86.7% had been discharged, oria 
with 82.6%, of the males. Of all female i 
admissions 43.5% were discharged Me 
five years. For the alcoholic psychoses 
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TABLE MI 
First admissions with manic-depressive psychoses 
to New York civil state hospitals 
discharged during specified periods after admission, 
classified according to percentage and rate 
ee 

MALES FEMALES 
Cumula- Rate per Cumula- Rate per 

PERIOD OF Per- tive 1,000 Per- tive aa 
HOSPITALIZATION cent percent exposures * cent percent exposures * 
First three months 20.4 20.4 847.0 14.9 14.9 612.5 
Second three months 4.1 24.5 224.4 3.8 18.7 187.6 
Third three months 1.6 26.1 92.8 1.3 20.0 69.1 
Fourth three months 1.1 27.2 63.6 1.3 21.3 70.7 
First year 27.2 27.2 281.4 21.3 21.3 218.7 
Second year 48.8 76.0 750.0 57.0 78.3 767.6 
Third year 4.6 80.6 327.9 6.1 84.4 390.0 
Fourth year 1.4 82.0 166.7 1.9 86.3 250.0 
Fifth year 0.6 82.6 83.3 0.4 86.7 108.1 


E E 


* On an annual basis. 


the involutional psychoses the correspond- 
ing percentages were 70 and 69.6 respec- 
tively. 

Of those discharged during the second 
year 80% had been placed in convalescent 
care during the previous year. Thus from 
70%, to 75% had left the hospitals during 
the first year, either by direct discharge or 
by placement in convalescent care. Of a 
corresponding cohort of female first admis- 
sions during 1909-10 (2), 38.3%, had left the 
hospitals within a year. By the end of the 
fifth year 54.5% had left. Adjusting the 
current cohorts with respect to readmissions 
we obtain corresponding percentages of 65 
and 75 for the current female cohorts. 

We may consider next rates of discharge 
per 1,000 annual exposures during speci- 
fied periods following first admission. 
Males began with a rate of 847 per 1,000 


annual exposures during the first three 
months. The rate decreased rapidly during 
the remainder of the first year and averaged 
281.4 for that period. The rate rose during 
the second year to 750 as a result of dis- 
charges from convalescent care. The rate 
then dropped to a minimum of 83.3 during 
the fifth year. 

Females began with a rate of 612.5 per 
1,000 annual exposures during the first three 
months. The rate dropped to 70.7 during 
the final quarter and averaged 218.7 for the 
entire year. This was lower than the cor- 
responding rate for males. In subsequent 
years females had higher rates than males. 
The rate rose to a maximum of 767.6 during 
the second year and dropped to a minimum 
of 108.1 during the fifth year. 

Among a corresponding male cohort in 
1909-10 (3) the rate of discharge within two 
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years after hospitalization was 545 per 1,000 
exposures. The current male cohorts had 
a corresponding rate of 797. When cor- 
rected for readmissions the rate for the cur- 
rent cohorts was reduced to 733. The early 
female cohort had a discharge rate of 510 


TABLE IV 


Rates of discharge * among first admissions with manic-depressive psychoses 


to the New York civil state hospitals 


during specified periods after admission, 
classified according to age at first admission l 


during the first two years (3), compared with 
797 for the current cohorts of females. 
When adjusted for the readmissions the 
rate for the latter became 680. Thus the 
current rates of discharge were far in excess 
of those that prevailed forty years ago. 


AGE AT Ist 2nd Jrd, 4th 4 

SST three three three three Ist 2nd 3rd 4th 5th 3 1 
a most mos. most mos year year year year year 

(years) MALES 

15-19 (1000.0) - 266.7 571.4 418.6 800.0 - 1000.0 F 
20-24 (1000.0) 428.6 320.0 347.8 476.2 875.0 500.0 - 3 
25-29 737.8 454.5 314.8 =- $830.3 653.8 333.3 - s 

30-34 (1000.0) 416.7 95.0 - 356.6 882.4 666.7 Z t 
35-39 (1000.0) 202.2 106.7 109.6 324.1 807.4 383.3 - 38 
40-44 895.9 232.6 49.4 50.0 281.9 885.7 500.0 - F 
45-49 902.1 63.2 64.5 65.6 261.9 659.3 444.4 500.0 $ 
50-54 665.4 150.2 - - 198.4 821.9 333.3 = z 
55-59 685.4 327.2 - - 230.8 615.4 - = rs 
60 or over 488.9 54.8 56.2 - 146.1 563.1 285.7 333.3 5 

i 
FEMALES 

15-19 408.2 = 90.9 93.0 142.9 666.7 700.0 - 1000.0 
20-24 410.3 274.8 = 66.1 177.4 818:6 533.3 500.0 g 
25-29 639.6 190.4 150.0 155.8 259.4 822.1 187.5 444.4 F 
30-34 755.4 247.7 75.4 38.6 259.8 806.1 250.0 250.0 400.0 
35-39 579.4 203.5 76.6 78.4 216.4 795.8 487.5 333.3 t 
40-44 550.1 298.2 71.7 94.4 908.8 754.8 510.6 - is 
45-19 732.6 64.5 38.8 102.8 291.4 776.7 400.0 250.0 me 
50-54 835.8 123.6 43.0 87.0 260.2 689.7 333.8 5 5 
55-59 312.7 178.1 p = 117.6 747.7 300.0 - ? 
60 or over 553.0 43.4 90.5 47.4 171.9 583.3 304.3 428.5 F 


* Per 1,000 annual exposures. 
+ On an annual basis. 
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Table IV shows the variation of rates of 
discharge with increasing age at first ad- 
mission. As with the other groups of men- 
tal disorders the rates showed a downward 
trend as age increased. Among males the 
rate of discharge per 1,000 annual exposures 
was 400 or over during the first year of hos- 
pitalization at the youngest ages. The rate 
_ decreased to a minimum of 146 at age 60 or 
over. During the second year the rate of 
‘discharge decreased from over 800 at the 
| youngest ages to approximately 600 at the 
oldest ages. Discharge rates among the 
female cohorts showed a similar inverse re- 
lation to age at admission. During the first 
year they rose to 259 at ages under 35 years, 
_ then decreased significantly with advancing 
age. During the second year they decreased 
from over 800 at the younger ages to ap- 
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proximately 600 at the oldest ages. During 
the third year they decreased from 700 to 
300 in accordance with advancing age at 


admissions. 


Table V describes the condition of the pa- 
tients at the time of discharge. The dis 
charge period was taken as two years after 
admission, since 90% of the discharges oc 
curred within this period. Statistics for 
this period were available for the first four 
cohorts. The fifth cohort could not be in- 
cluded, as its exposure was for a period of 
only one year. 

Of the 2,072 admissions with manic 
depressive psychoses included in the four 
cohorts 978, or 47.2%, were discharged as 
recovered; 398, or 19.2%, were 
as much improved; 176, or 8.4%, were dis- 


Discharges among first admissions with manic-depressive psychoses 


to New York civil state hospitals, 


ee 


f? 


cal years 1943-44 to 1946-47 inclusive, within two years after admission, _ 
classified according to condition at discharge 


MALES FEMALES TOTAL 
Percent Percent Percent Percent Percent Percent 
of total of first of total of first of total of first 
dis- ad- dis- ad- dis- ad 
Number charges missions Number charges missions Number charges missions 
260 57.9 44.1 718 62.5 48.4 978 61.2 47.2 
128 28.5 21.7 270 23.5 18.2 398 24.9 19.2 
? 54 12.0 9.2 122 10.6 8.2 176 11.0 8.4 
Unimproved 7 1.6 1.2 38 3.3 2.6 45 2:8 UERR 
_ Total discharges 449 100.0 76.1 1148 100.0 77.4 1,597 100.0 77.1 
-Total first 
M amiisi 590 = - 1482 z = 5 92,072 2 = 


charged as improved. Thus 74.8% were dis- 
charged within two years with some degree 
of improvement. Percentages of recovery 
were 44.1 and 48.4 for males and females 
respectively. All degrees of improvement 
were 75.0% and 74.8% for males and 
females respectively. 


These may be compared with correspond- 
ing results for the cohorts of 1909-10 (4). 
The male cohort had a recovery rate of 
34.7%; all degrees of improvement totaled 
48.7%. Among the female cohort of 
1909-10 the corresponding percentages were 
$3.2 and 43.7 respectively. It is thus clear 
that first admissions with manic-depressive 
psychoses now have rates of discharge sig- 
nificantly higher than those for earlier 
cohorts and that higher percentages have 
either recovered or improved in some lesser 


TABLE VI 


degree. These changes, which followed the 
introduction of the convulsive shock ther- 
apies, must be attributed to the effective 
use of these modes of treatment. 


MORTALITY 


Mortality was low among the cohorts of 
first admissions with manic-depressive psy- 
choses. Only 9.7% of the male cohorts died 
within five years after hospitalization, com- 
pared with 39% of all first admissions. 
Two-thirds of the mortality occurred dur 
ing the first year. Within this period the 
mortality was heaviest during the first three 
months. 

OF the female cohorts 6.2% died within 
five years. Three-fourths of the deaths oc- 
curred during the first year. As with males, 
most of the deaths among females occurred 


First admissions with manic-depressive psychoses 


to New York civil state hospitals 


dying during specified periods after admission, 
classified according to percentage and rate 
<n Mi bat ied nel ete TA ie S 


MALES FEMALES 
Cumula- Rate per Cumula- Rate per 
PERIOD OF Per tive 1,000 Per- tive 1,000 
HOSPITALIZATION cent percent exposures * cent percent exposures y 
First three months 4.2 4.2 202.6 3.4 8.4 154.2 
Second three months 1.4 5.6 82.3 0.4 3.8 28.6 
Third three months 0.4 6.0 23.6 0.6 4.4 27.8 
Fourth three months 0.3 6.3 16.1 0.4 4.8 24.8 
First year 6.3 6.3 73.0 4.8 4.8 58.7 
Second year 2.7 9.0 64.5 0.6 5.4 13.2 
Third year & 9.0 s 0.6 6.0 47.5 
Fourth year 0.7 9.7 87.0 - 6.0 É 
Fifth year - 9.7 = 0.2 6.2 55.6 


aR. ee ee ee 


* On an annual basis. 
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during the first three months of hospitaliza- 
tion. 

Of the male cohort of 1909-10, 11.3% 
died within five years (5), compared with 
9.7% of the current male cohorts. The 
relative mortality was slightly higher during 
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the first two years among the current male 
cohorts but was lower in the subsequent 
years. 

Among females (5) the mortality was sig- 
nificantly lower for the current groups of 
cohorts. Thus only 6.2% of the current 
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Rates of mortality * among first admissions with manic-depressive psychoses 
to New York civil state hospitals 

during specified periods after admission, 

classified according to age at first admission 


AGE AT Ist 2nd 3rd 4th 
“apis three three three three Ist 2nd 3rd 4th 5th 
most mos.t mos: most year year year year year 
ADMISSION 
(years) MALES 
15-19 238.8 - - - 57.1 = 5 = = 
20-24 253.0 2 = 7 60.6 E A = E 
25-29 169.3 - 110.0 - 63.8 - - - - 
30-34 > = 95.0 = 18.7 - - - - 
35-39 138.9 52.3 = = 43.2 30.3 = = = 
40-44 212.4 - - - 50.0 50.0 - - - 
45-49 115.3 124.8 = = 53.8 9.4 = - - 
50-54 69.7 150.2 - - 49.6 45.4 - - - 
55-59 396.4 69.4 > - 109.6 A = - - 
60 and over 366.3 259.3 56.2 114.8 176.8 126.6 - 333.8 - 
FEMALES 

15-19 E = ne ra, PR A EN = = 
20-24 59.3 = 32.8 = 22.2 15.6 "166:7 z z 
25-29 23.1 = = = 5.7 13.3 = = = 
30-34 83.8 18.6 5 19.4 28.2 - - - 400.0 
35-39 163.3 15.2 = 15.9 46.7 15.3 - - - 
40-44 146.1 46.4 48.1 £ 56.3 11.0 55.6 z = 
45-49 208.2 et 68.7 77.4 - - - - 
50-54 223.8 41.9 48.0 (ie ane NR a a 3 
55-59 312.7 178.1 al 195.0 eno 09-4 210.5 5 3 
60 and over 453.4 i. 94.0 155.8 38.4 97.6 E - 


* Per 1,000 annual exposures 
tOn an annual basis 
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group died within five years, compared with 
11.8% of the early female cohort. Unlike 
the males, the early female cohort showed 
higher mortality during each specified pe- 
riod following admission. 


Table VI shows rates of mortality per 1,000 
annual exposures. The male cohorts be- 
gan with a rate of 202.6 during the first 
three months of hospitalization. The rate 
dropped rapidly during the remainder of 
the year and averaged 73.0 for the first year. 
This decreased to 64.5 during the second 
year. Among females the rate of mortality 
was 154.2 during the first three months and 
averaged 53.7 for the first year. The rate 
dropped to 13.2 during the second year. 
Rates of mortality fluctuated fortuitously 
after the second year because of the few ex- 
posures after that period. 

Since the majority of deaths occurred dur- 
ing the first year it is of interest to compare 
the relative mortality during this period 
among the two sets of cohorts. For males 
the rate of mortality per 1,000 annual ex- 
posures was as follows: current cohorts, 


TABLE VII 


Percent of first admissions with manic-depressive psychoses 


to New York civil state hospitals 
remaining in continuous residence 


at the end of specified periods after admission 


END OF MALES 
Third month 75.4 
Sixth month 69.8 
Ninth month 67.8 
First year 66.4 
Second year 14.9 . 
Third year 9.3 Veg 
Fourth year 6.7 ng 
Fifth year 5.7 
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73.0; early cohort, 81.1 (6). For fen 
corresponding rates were 53.7 and 94 
spectively (6). We conclude that mort 
has decreased significantly in recent } 
among first admissions with manied 
sive psychoses. . 


Table VII shows rates of mortality per 
annual exposures during specified pe 
after admission in relation to age at 
admission. Previous analyses show 

such rates increased with advancing 
first admission. Since first admissio 
manic-depressive psychoses are 
few among males the rates fluctuate 
ularly. Nevertheless it is clear that 
each period after admission the 
highest among the oldest groups (i 
55 or over). Females, with 
number of admissions with such psj 
had more stable trends. Thus their 
mortality rose steadily during the 
months to a maximum of 453.4 p 
annual exposures among those ad 
age 60 or over. During the first 
rates rose to a maximum of 155.3 


nev 


the second year they rose to a maximum of 
$8.4. 


Table VIII shows the percentage of the 
original cohorts remaining continuously on 
the books of the New York civil state hos- 
pitals at the end of specified periods after 
admission. After three months only 75.4% 
of the males were still on the books. By the 
end of the first year the percentage was 
reduced to 66.4. Because of the expiration 
of periods of convalescent care during the 
second year the discharges from the books 
increased so that only 14.9% of the cohorts 
were still on the books at the end of this 
period. At the end of the fifth year only 
5.7%, were still on the books. 

During the first two years the percentages 
of females on the books exceeded the cor- 
responding percentages for males. At the 
end of three months 81.8% of the females 
were still on the books. By the end of the 
first year this was reduced to 73.9%. After 
the second year their rate of reduction ex- 
ceeded that of the males. 

The median duration was 15.7 months 
for males and 17.0 months for females. 

Of the male cohort of 1909-10, 12.0% (7) 
were still on the books after five years, in- 
cluding those who had been readmitted 
during this period. Of the female cohort 
19.2% (7) were still on the books. Among 
the current cohorts the percentages on a 
comparable basis were 13.6 for males and 
12.0 for females. 


SUMMARY 


This study of average rates of discharge and 
of mortality among first admissions with 
manic-depressive psychoses was based upon 
the experience of five successive annual co- 
horts of such admissions to the New York 
Civil state hospitals beginning with fiscal 
year 1943-44 and ending with fiscal year 
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1917-48. These cohorts included 2,474 
first admissions, of whom 745 were males 
and 1,729 were females. 

Of the male cohorts 82.69, were dis 
charged from the books within five years 
after hospitalization. Almost half the dis- 
charges occurred during the second year 
following the termination of convalescent 
care during this period. Discharges were 
most rapid, however, during the first three 
months, when 20.4% of the first admissions 
were discharged, representing a rate of 847 
per 1,000 annual exposures. Of the female 
cohorts 86.7% were discharged within five 
years after admission. More than half the 
females were discharged during the second 
year following discharge from convalescent 
care. The average rate of discharge during 
the first year was 218.7 per 1,000 annual ex- 
posures. The rate reached a maximum of 
767.6 during the second year. 

Of a cohort of male first admissions with 
manic-depressive psychoses during 1909-10, 
43.8%, left the hospitals within a year, either 
by direct discharge or by placement in con- 
valescent’ care, and 59.7% left within five 
years. On a comparable basis the percent- 
ages for the current male cohorts were 60 
and 75 respectively. For female cohorts the 
percentages were as follows: cohort of 1909- 
10 discharged within a year, 38.3; dis- 
charged within five years, 54.5. Of the 
current cohorts 65% were discharged 
within a year and 75% were discharged 
within five years. 

Not only was the rate of discharge higher 
for the current cohorts but higher percent- 
ages were discharged with some degree of 
improvement. Thus within two years after 
admission 44.1% of the current male cohorts 
were discharged as recovered, compared 
with 34.7% of the early male cohort. With 
respect to all degrees of improvement the 
corresponding percentages were 75.0 and 
48.7 respectively. For females the corre- 


sponding percentages of recovery were 48.4 
and 33.2 respectively. For all degrees of 
improvement they were 74.8 and 43.7 re- 
spectively. Improvement with respect to 
rates of discharge and condition at dis- 
charge must both be attributed to the use of 
the convulsive shock therapies. 

Mortality was low. Of the male cohort 
9.7% died within five years. Almost half 
the deaths occurred within the first three 
months. Mortality was still lower among 
the female cohorts, of whom 6.2% died 
within five years. Half the deaths occurred 
during the first three months. Mortality 
was higher among the earlier cohorts of 
1909-10. Of the males 11.3% died within 
five years, compared with 9.7% of the cur- 
rent male cohorts. Among females the cor- 
responding percentages were 11.3 and 6.2 
respectively. 

As a result primarily of high rates of dis- 
charge the percentage of first admissions 
with manic-depressive psychoses who re- 
mained continuously on the books was re- 
duced rapidly. A fourth of the male co- 
horts was removed within three months; 
a third was removed by the end of the first 


TABLE I 


First admissions with dementia praecox 


to New York civil state hospitals, 


year. Placement in convalescent care was 
frequent. As a result of the termination of 
such care during the second year only 14.9% 
of the male cohorts was still on the books 
at the end of that year. At the end of five 
years the percentage was reduced still fur 
ther to 5.7. 

Females had a lower rate of decrement 
than males during the first two years. Al- 
most three-fourths were still on the books at 
the end of the first year. As with males, 
there was a great decrease during the second 
year, 16.9% remaining at the end of that 
year. Compared with discharges of males, 
discharges of females were more rapid after 
the second year and only 3.9% of the fe i 
males were still on the books at the end of ” 
the fifth year. 


PART VIII. DEMENTIA PRAECOX 


First admissions with dementia praecox 
have always constituted the largest group 
of admissions to the New York civil state 
hospitals. When first recorded in 1909 they 
represented 19.8% of the total first admis — 
sions. By 1920 they had increased so rap 


fiscal years 1943-44 to 1947-48 inclusive 


ne ee 
FISCAL YEAR MALES FEMALES bee 
1943-44 1,189 1,752 aa 
1944-45 1,142 1,818 E 
1945-46 1,218 1,926 st 
1946-47 1,558 2,024 a 
1947-48 1,734 2,210 s™ i 
ee eee te ie See I 
1 
Total 6,841 9,730 16571 
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First admissions with dementia praecox to New York civil state hospitals, 
fiscal years 1943-44 to 1947-48 inclusive, classified according to age 


AGE pares a tae 

(years) Males Females Total Males Females Total 
Under 15 120 82 202 1.8 0.8 122 
15-19 845 758 1,608 12.4 7.8 9.7 
20-24 1,174 1,448 2,622 17.2 14.9 15.8 
25-29 1,091 1,668 2,759 15.9 17.1 16.6 
30-34 1,076 1,652 2,728 15.7 17.0 16.5 
35-39 845 1,493 2,338 12.4 15.4 14.1 
40—44 681 976 1,657 10.0 10.0 10.0 
45-49 434 670 1,104 6.3 6.9 6.7 
50-54 288 451 739 4.2 4.6 4.4 
55-59 164 273 437 2.4 2.8 2.6 
60 or over 118 246 364 1.7 2.5 2.2 
Unascertained 5 13 18 0.1 0.1 0.1 

Total 6,841 9,730 16,571 100.0 100.0 100.0 


idly that they represented 29.3% of all first 
admissions. Dementia praecox continued 
as the leading category for the next two 
decades but because of the great growth of 
first admissions associated with advanced 
age their percentage of the total declined to 
23.6 in 1944, The trend changed again 
after World War II and since 1945 first 
admissions with dementia praecox have in- 
cluded an increasing percentage of the total 
first admissions, currently averaging 29% 
of the total. Corresponding rates of first 
admissions per 100,000 general population 
have increased from approximately 19 in 
1920 to $1 in 1950. Thus dementia praecox 
is not only the largest of the groups of 
mental disorders but it has increased over 
a long span of years. Consequently the 
average rates of discharge and of mortality 
among all first admissions to the New York 


civil state hospitals are influenced to a high 
degree by the rates for those with dementia 
praecox. 

The following analysis is based upon the 
experience of five cohorts of first admissions 
with dementia praecox to the New York 
civil state hospitals beginning with the fiscal 
year 1943-44. 
` The five cohorts included a total of 
16,571 first admissions, of whom 6,841 were 
males and 9,730 were females. This total 
excludes 630 first admissions with dementia 
praecox who had left the state hospital 
system either by transfer or readmission to 
a mental hospital outside the state hospital 
system. It will be noticed that the admis- 
sions totaled only 2,941 during 1943-44, a 
war year. Subsequently they increased to a 
total of 3,944 during 1947-48. It may also 
be noted that female first admissions ex- 


431 


ceeded males. This excess began in 1941 
and was probably related in part to the 
withdrawal of a large segment of the gen- 
eral male population into the armed forces. 
Since the war many males who might have 
entered a state hospital have been admitted 
to other hospitals, such as those of the U. S. 
Veterans Administration. However, this 
does not furnish a complete explanation of 
the change in the sex ratio of first admis- 
sions with dementia praecox and it is 
therefore necessary to reconsider earlier im- 
pressions that dementia praecox is more 
frequent among males than females. 

The age distribution of the 16,571 first 
admissions is shown in Table II. They 
were concentrated within the ages of 15 and 
44, 83%, of the total being within this range. 
The median age was 32.0 years. Males 
were younger than females. Of the former, 
2,139, or 31.3%, were under age 25. The 


TABLE II 


First admissions with dementia praecox to New York civil state hospitals 
discharged during specified periods after admission, 
classified according to percentage and rate 


MALES FEMALES 
Cumula- Rate per Cumula- Rate per 
PERIOD OF Per- tive 1,000 Per- tive 1,000 by 
HOSPITALIZATION cent percent exposures * cent percent exposures" 
First three months 7.4 7.4 301.5 5.6 5.6 
Second three months 4.3 11.7 171.2 3.4 9.0 
Third three months 2.8 14.0 105.8 1.7 10.7 
Fourth three months Licks 15.7 80.3 1.1 11.8 
First year 15.7 15.7 158.6 11.8 11.8 
Second year 36.8 52.5 454.2 39.7 51.5 
Third year 7.9 60.4 176.9 7.2 58.7 
Fourth year 3.2 63.6 87.6 2.6 61.3 
Fifth year 1.9 65.5 57.2 1.4 62.7 


* On an annual basis 


corresponding percentage for females 
23.5. The median ages were 30.9 and 327 
years for males and females respectively. 


Table III shows the discharges during sue 
cessive intervals following admission. Of 
the total male cohorts 65.5% were dit 
charged from the books within five year, 
compared with 42% of all male first admis 
sions. The percentage compares favo 
with those for the alcoholic psychoses 
involutional psychoses and is exceeded only 
by the percentage of 82.6 for the mani¢ 
depressive psychoses. Of the total adm 
sions with dementia praecox 15.7% 
discharged during the first year of hospi 
ization. Almost half these discharges 0 
curred during the first three months. The 
second year was the period of most rapié 
discharge largely because of the expiration 
of placements in convalescent care d ing 


this period. There were relatively few dis- 
charges after the second year. Of those 
leaving the hospital during the second year 
approximately 75% had been placed in con- 
valescent care during the first year. There 
fore it may be estimated that 45% of the 
male first admissions with dementia praecox 
had left the hospitals within a year, either 
by direct discharge or by placement in con- 
M Yalescent care. 

Of a cohort of male first admissions with 
dementia praecox in 1909-10 (1), 22.7% had 
left the hospitals within a year and 34.5% 
had left by the end of the fifth year of hos- 
Pitalization. These include discharges fol- 
lowing readmissions. On a similar basis the 
corresponding percentages for the current 
male cohorts would have been 40 and 60 
Tespectively. Both are significantly in ex- 
Cess of the discharges among the earlier 
cohort. 

Of the female first admissions with de- 
mentia praecox 62.7% were discharged 
Within five years, compared with 43.5% of 
all female first admissions. This was less 
than the corresponding percentages for first 
admissions with alcoholic or involutional 
Psychoses and also significantly less than 
that for the manic-depressive group. As 
With the males, half of the female admis- 
Sions were discharged during the first two 
years. The second year was the period of 
Most rapid discharge, owing to the termi- 
Ration of convalescent care. Approximately 
407, of the females had left the hospitals 
during the first year either by direct dis- 
charge or by placement in convalescent care. 
_ Of a corresponding cohort of female first 
Admissions in 1909-10 (2), 14.3% had left 
Within a year and 25.3% had been dis- 
Charged by the end of the fifth year of 
italization. If we correct for readmis- 
ms and placement in convalescent care 
the corresponding percentages for the cur- 
Tent female cohorts would be 35 and 55 
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respectively, Both are in significant exces 
over the results for the earlier cohort, 


Table Il shows average discharge rates per 
1,000 annual exposures during successive 
periods after hospitalization. Males began 
with a rate of 301.5 during the first three 
months, There was a rapid reduction in 
the rate of discharge during the remainder 
of the first year, the rate reaching 80.3 dur- 
ing the final quarter of the year. ‘The aver- 
age for the year was 158.6. The rate rose 
to 454.2 during the second year, which was 
associated largely with discharge from con- 
valescent care, then dropped steadily to 57.2 
during the fifth year. 

Females had lower discharge rates than 
males, They began with a rate of 228.1 
during the first three months. This was 
followed by a downward trend during the 
remainder of the year, culminating in a 
rate of 49.7 in the final quarter. The aver- 
age for the first year was 119.3. The rate 
rose to a maximum of 467.5 during the 
second year, then declined to a minimum of 
37.4 during the fifth year. à 


Comparison may be made with the earlier 
cohorts on the basis of discharge during the 
first two years after admission. This elimi- 
nates almost entirely the differences arising 
from the use of convalescent care. During 
this period the current male cohorts had a 
discharge rate of 536.4 per 1,000 exposures. 
The corresponding rate for the earlier male 
cohort of 1909-10 was only 280.9 (8). For 
females the corresponding rates were 526.6 
and 214.0 respectively. Rates of discharge 
for the current cohorts were based upon 

isch, subsequent to continuous resi- 
pce AA ri Rates for the earlier 
cohorts were reduced by the inclusion of 
readmissions. When allowance is made for 
this factor the current rates of discharge 
were still in excess by 75% for males and 
by more than 100% for females. 
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The evidence is clear, therefore, that there introduction of the newer methods of shock 
has been a remarkable improvement in therapy. Nevertheless there are some who 
rates of discharge among first admissions feel that changes in diagnostic fashions may 
with dementia praecox. There is general account for the higher level of current 
agreement that this has resulted from the discharges. The point is made that many | 


TABLE IV 


Rates of discharge * among first admissions with dementia praecox 

to New York civil state hospitals during specified periods after admission, 
classified according to age at first admission 

(Stace ORR ee MUO eF T T ee 


AGE AT Ist 2nd 3rd 4th 
three three three three Ist 2nd 3rd 4th 5th 
FIRST 
mos.+ mos.} mos. mos.} year year year year bed 
ADMISSION 
(years) MALES 
Under 15 200.0 $50.9 346.2 84.2 225.0 204.1 197.2 170.2 
15-19 327.6 248.8 165.9 182.8 200.7 -531.4 292.1 110.4 Bad 
20-24 379.0 282.9 148.6 90.0 207.1 491.1 205.9 148.1 60.0 
25-29 406.6 201.9 139.4 72.8 191.0 473.1 172.0 103.4 %5 
30-34 318.3 167.9 107.2 97.8 162.4 477.9 168.4 115.8 108 
35-39 311.2 163.1 77.0 107.0 155.0 469.8 149.8 63.6 $3.6 
40-44 214.4 107.7 45.7 33.3 96.9 463.8 187.7 53.8 98.4 
45-49 104.1 ei 20.4 30.9 66.1 $83.3 184.0 16.4 fi 
50-54 74 0.0”) BOS HZ  ss4 151.7 182 
55-59 73.6 25.1 - "288 81.8 287.0 87.0 aed 
60 or over - 110.0 - 89.2 35.9 227.0 98.8 81.6 
FEMALES Ñ 

Under 15 394.4 164.4 57.1 58.0 159.6 212.8 $44.8 142.9 500.0 
15-19 bd 07 sy ne ro iuo ane 101 D 
20-24 $21.4 219.6 109.8 69.8 168.5 573.9 165.2 99.9 24 
25-29 * 266.0 200.3 76.8 67.2 144.4 508.3 202.8 78.4 a 
80-34 237.6 146.5 106.2 30.8 124.2 504.3 175.9 114.1 s 
35-39 205.9 126.6 44.8 48.4 1024 471.7 161.2 M11 E 
40-44 146 ms Biz ass es sss 1m9 408 
45-49 134.0 50.8 51.4 45.9 68.3 $27.6 107.2 35 2 
50-54 155.0 57.4 48.8 - 63.4 26.3 96.6 s.i 
55-59 75.7 46.7 - 82.4 38.0 292.6 93.8 - 


60 or over 16.9 35.0 53.7 74.2 42.8 168.2 83.8 ee 


* Per 1,000 annual exposures 
tOn an annual basis 
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who were formerly diagnosed as manic- 
depressive are now being classified as de- 
mentia praecox. Since manic-depressives 
have a high rate of discharge there is the 
possibility that rates of discharge for de- 
mentia praecox such as are reported above 
should in fact be attributed in part to the 
inclusion of manic-depressives. 


To meet this objection we may consider 
rates of discharge among the combined co- 
horts of first admissions with manic-depres- 
sive psychoses and dementia praecox. On 
this basis we find that weighted average 
percentages of discharge within five years 
after hospitalization were as follows: cur- 
rent male cohorts, 67.2; early male cohort, 
37.0. For females the corresponding per- 
centages were 65.1 and 28.2 respectively. 
Clearly, therefore, the improvement in rate 
of discharge was not an artifact arising 
from misclassifications in diagnosis. 


Table IV summarizes the rates of discharge 
in relation to increasing age at first admis- 
sion. As with all other groups of mental 
disorders there was an inverse relation, the 
rates decreasing as age at first admission 
increased. Among males the rate of dis- 
charge per 1,000 annual exposures de- 
creased during the first year of hospitaliza- 
tion from 225.0 for those aged less than 15 
years at admission to approximately 30 at 
ages 55 or over. During the second year the 
rates decreased from over 500 at ages 15 to 
19 to a minimum of 227 among those aged 
60 or over. Similar trends are apparent 
during the third and fourth years of hos- 
` pitalization. 

\ For females the rates of discharge during 
the first year decreased from approximately 
160 among the youngest groups at admis- 
sion to approximately 40 among the oldest. 

` During the second year the rates declined 

_ with advancing age from 570 to less than 

200. During the third year of hospitaliza- 
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tion they declined from over 300 at the 
youngest ages to 84 at ages 60 or over. 

There is a general impression that the 
shorter the duration of the mental disorder 
before hospitalization the better is the 
chance for improvement and discharge- 
Supporting evidence for this may be found 
in Table V. We may draw a dividing-line 
between those with previous histories of 
less than a year and those with histories of 
more than a year. Allowing for those with 
unknown durations and statistical fluctua- 
tions, it is evident that males with short 
previous histories had a higher rate of dis- 
charge during the first year of hospitaliza- 
tion. This is even more evident during the 
second year of hospitalization. The rates 
of discharge declined steadily from a maxi- 
mum among those with short durations. In 
general, the experience during the third 
and fourth years verifies this trend. The 
results for females were similar to those for - 
males. During the second year the rates 
decreased steadily from 642.9 among those 
with a previous duration of less than a 
month to a minimum of 238.3 among those 
with durations of five or more years. Dur- 
ing the third year they decreased from 292.0 
to 108.7. 


Table VI shows the condition of the pa- 
tients at the time of discharge. As with 
the groups of mental disorders analyzed 
previously, the period of discharge was 
taken as two years after admission. Over 
80% of the discharges occurred during this 
period. Since the fifth cohort was included 
in the study for only one year, it could not 
enter into this computation. 

Of the 12,627 first admissions with de- 
mentia praecox included in the first four 
cohorts 1,831, or 14.5%, were discharged 
as recovered; 2,615, or 20.7%, were dis- 
charged as much improved; and 1,550, or 
12.3%, were discharged as improved. Thus 
47.5% were discharged within two years 
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after hospitalization with some degree of Corresponding data are available for the 
improvement, including recovery. Per- cohorts of 1909-10(8). ‘The male cohort 
centages of recovery were 11.9 and 16.3 for showed only 2.0% discharged as recovered 
males and females respectively. Percentages within two years and 14.8% discharged with 
of all degrees of improvement were 46.8 and all degrees of improvement. These may be 
48.0 for males and females respectively. compared with corresponding percentages 


TABLE V 


Rates of discharge * among first admissions with dementia praecox 
to New York civil state hospitals during specified periods after admission, 
classified according to duration of mental disease before admission 


DURATION Ist 2nd 3rd 4th 
OF MENTAL three three three three Ist 2nd 3rd 4th 5th 
DISEASE mos.+ mos} mos.t mos. year year year year year 
MOIS eae ee EO eee 
ADMISSION 
Santini MALES 
Under 
1 month 346.7 104.3 101.6 92.3 151.7 584.8 194.6 92.1 62.5 
1-3 months 283.5 140.6 70.2 80.7 136.4 521.5 194.0 107.0 83.3 
4-6 months 278.2 301.1 122.4 75.9 180.6 497.2 228.1 87.0 27.0 
7-11 months $23.1 293.0 158.6 165.3 215.5 420.7 208.3 129.9 66.6 
1 year 291.9 210.5 126.1 61.4 162.1 428.8 155.6 85.1 27.8 
2 years 269.8 227.9 165.6 57.9 169.5 400.0 241.2 81.6 44.4 
3 years 238.4 176.4 208.1 131.7 175.1 351.6 96.0 31.2 142.8 
4 years 246.2 231.2 35.1 141.6 154.4 265.8 257.1 111.1 125.0 
5 years 
or over 279.9 171.2 110.2 31.0 141.0 301.6 119.3 62.5 54.0 
Pda FEMALES 
1 month 258.4 146.0 70.6 41.8 122.6 612.9 292.0 114.0 37.0 
1-3 months 216.7 132.4 65.3 53.4 111.4 577.6 193.4 76.8 39.7 
4-6 months 835.7 229.3 110.6 66.4 174.0 526.8 170.2 65.8 59.4 
7-11 months * 287.2 223.2 61.7 41.9 145.4 468.9 134.6 111.1 45.4 
1 year 183.9 154.0 68.9 47.0 109.0 393.6 145.2 104.0 5P 
2 years 238.3 164.4 78.1 47.9 126.1 $47.0 108.2 69.7 aan 
3 years 187.6 222.1 91.5 67.1 185.1 287.0' 138.9 35.7 f 
4 years 129.4 95.7 78.4 40.0 82.8 253.4 120.4 66.7 T 
5 years 
or over 137.5 84.4 51.1 20.8 71.4 238.3 108.7 25.2 314 


* Per 1,000 annual exposures 
+ On an annual basis 
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TABLE VI 
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Discharges among first admissions with dementia praecox 
to New York civil state hospitals, fiscal years 1943-44 to 194647 inclusive, 


within two years after admission, 


classified according to condition at discharge 


MALES FEMALES TOTAL 
Percent Percent Percent Percent Percent Percent 
CONDITION of total of total of total of total of total of total 
AT dis- ad- dis- ad- dis- ad- 
DISCHARGE Number charges missions Number charges missions Number charges missions 
Recovered 607 22.6 11.9 1,224 31.4 16.3 1,831 27.8 14.5 
Much improved 1,043 38.8 20.4 1,572 40.4 20.9 2,615 39.7 20.7 
Improved 741 27.5 14.5 809 20.8 10.8 1,550 23.5 12.3 
Unimproved 300 11.1 5.9 289 7.4 3.8 589 8.9 4.7 
Total discharges 2,691 100.0 52.7 3,894 100.0 51.8 6,585 100.0 52.2 
Total first admissions 5,107 _ = 7,520 - - 12,627 È = 


a amI 


of 11.9 and 46.8 for the current male co- 
horts. Similar improvements are found 
among females. Thus only 1.2% of the 
female cohort of 1909-10 was discharged as 
recovered within two years and a total of 
13.0% showed some degree of improve- 
ment. The corresponding percentages for 
the current female cohorts were 16.3 and 
48.0 respectively. The differences are so 
great that they cannot be explained away 
on the ground that the statistics for the 
early cohorts included readmissions. 

As with rates of discharge, the statistics 
for degrees of improvement may be chal- 
lenged on the ground that different stand- 
ards of diagnosis may have prevailed in 
1944-48. The latter, it is said, now include 
as cases of dementia praecox many who 
were formerly diagnosed as manic-depres- 
sive. If true, this must introduce a spurious 
element. Therefore it is desirable to make 


comparisons of combined groups of first 
admissions with dementia praecox and 
manic-depressive psychoses during the two 
periods. On this basis the results were as 
follows: Of the male cohort of 1909-10, 
18.1% was discharged with some degree of 
improvement. For females the correspond- 
ing percentage was 16.0. For the current 
cohorts, however, the combined percentages 
were 54.2 for males and 50.6 for females. 
The conclusion is inescapable, therefore, 
that first admissions with dementia praecox 
now show rates of improvement three times 
greater than those that prevailed four dec- 


ades earlier. 


MORTALITY 


First admissions with dementia praecox had 
Tow rates of mortality, Only 5.3% of the 
male cohorts died within five years after 
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hospitalization, compared with 39% of all 
male first admissions. Almost half the mor- 
tality occurred during the first year. More 
than half the deaths within this period 
occurred during the first three months. 

Of the female cohorts 5.2% died within 
five years after hospitalization, compared 
with 36% of all female first admissions. As 
with males, almost half the deaths among 
females occurred during the first year. 
More than half the deaths during the first 
year occurred during the first three months. 

Of the male cohort of 1909-10, 6.5% 
died within five years (5), compared with 
5.3% of the current male cohorts. Of the 
female cohort of 1909-10, 11.3% died 
within five years (5), compared with only 
5.2% of the current cohorts. 

As with discharge, we may remove some 
possible ambiguities by considering mortal- 
ity among combined groups of first admis- 


TABLE VIL 


sions with dementia praecox and manic 
depressive psychoses. Of the male cohort 
of 1909-10, 7.0% of those with the com- 
bined diagnoses died within five years after 
hospitalization. Of the female cohort of 
1909-10, 11.3% died during this period. 
For the current cohorts the corresponding 
percentages were 5.7 and 5.3. We conclude 
therefore that mortality among current 
groups of first admissions with dementia 
praecox is definitely less than that which 
prevailed four decades ago. 

The rates of mortality per 1,000 annual 
exposures are summarized in Table VI. 
Males began with an annual rate of 53.8 
during the first three months. The rate 
of mortality decreased during the remainder 
of the first year of hospitalization to a mini- 
mum of 11.4 during the final quarter. The 
average rate for the first year was 25.5. The 
rate decreased to 18.3 during the second 


First admissions with dementia praecox to New York civil state hospitals 
dying during specified periods after admission, 
classified according to percentage and rate 


cl UNS DM hl OM aS o 


MALES FEMALES 
Cumula- Rate per Cumula- Rate per 
PERIOD OF Per- tive 1,000 Per- tive 1,000 

HOSPITALIZATION cent percent exposures * cent percent exposures k 
First three months 1.3 1.8 53.8 1.6 1.6 67.4 
Second three months 0.5 1.8 22.0 0.5 2.1 18.8 
Third three months 0.4 2.2 18.0 0.2 2.8 11.3 
Fourth three months 0.2 2.4 11.4 0.2 2.5 11.5 
First year 2.4 24 25.5 2.5 2.5 26.8 
Second year 0.8 3.2 13.8 0.7 8.2 11.0 
Third year 0.6 3.8 15.1 0.7 3.9 16.4 
Fourth year 0.9 4.7 24.4 0.7 4.6 18.0 
Fifth year 0.6 5.3 18.6 0.6 5.2 15.8 


ie PE) LT RR ES 


+ On an annual basis. 


438 


year but fluctuated irregularly during the 
remaining years, though at a lower level 
than during the first year. 

Females began with a mortality rate of 
67.4 during the first three months. The 


TABLE VII 
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rate was reduced steadily to a minimum of 
11.5 during the final quarter of the first 
year and averaged 26.8 for the year, com- 
pared with 25.5 for males, The rate de- 
clined to 11.0 during the second year. As 


Rates of mortality * among first admissions with dementia praecox 

to New York civil state hospitals during specified periods after admission, 
classified according to age at first admission 

hE Sy SE ee 


AGE AT Ist 2nd ard 4th 
FIRST three three three three Ist 2nd Jrd 4th 5th 
(years) ee 
Under 15 - - = =- - = 30.8 45.4 - 
15-19 15.3 10.9 5.7 - 7.9 10.6 13.1 11.6 = 
20-24 55.7 12.2 12.8 = DA 6.2 $ 5 a 
25-29 40.2 + 22.4 = 15.2 10.4 14.0 - 15.4 
30-84 35.9 25.4 8.8 18.0 21.2 2.0 4.6 55.8 19.6 
35-39 55.8 53.9 5.6 17.2 82.0 7.3 20.7 - - 
40-44 67.7 19.4 13.2 26.6 30.8 22.9 25.4 43.2 48.8 
45-49 122.5 40.1 10.2 30.9 50.0 17.1 34.6 32.5 - 
50-54 72.5 45.4 46.3 - 39.8 24.0 11.0 és 43.4 
55-59 24.8 25.1 126.6 26.3 49.5 59.1 18.0 119.4 160.0 
60 or over 271.2 37.3 -1185.2 9.8 112.1 76.9 25.6 41.7 = 
FEMALES 
Under 15 53.3 - - - 13.2 - - - - 
15-19 22.4 6.0 - - 7.2 8.5 - 13.3 - 
20-24 56.4 9.6 3.3 3.4 18.1 6.1 18.6 - 14.4 
25-29 40.7 13.6 5.6 5.7 16.1 7.4 8.5 10.2 10.9 
30-34 56.2 13.5 11.1 8.5 21.9 10.8 16.4 36.2 21.2 
35-39 53.3 26.5 21.0 3.1 25.4 6.5 14.0 9.3 y 
40-44 11.1 18.0 9.1 9.2 36.3 20.8 18.2 12.4 y 
45-49 92.2 19.2 - 26.3 34.0 2.8 4.9 15.2 i 
50-54 128.4 19.8 19.6 9.9 43.5 19.3 14.4 23.1 5 
55-59 148.9 15.7 47.2 80.2 70.9 24.6 42.8 16.7 2 
92.4 103.7 46.5 13.7 36.4 88.9 


103.3 53.7 


* Per 1,000 annual exposures 
+ On an annual basis 


with males, the rate of mortality among 
females fluctuated irregularly from the 
third to the fifth years of hospitalization, 
though at a lower level than that of the 


first year. 


The rates of mortality among the male 


TABLE IX 


cohorts of 1944-48 did not differ signifi- 
cantly from those of the males of 1909- 
10 (6). During the first year, which was 
crucial, the rates were 25.5 and 26.3 respec- 
tively. Among females, however, the rates 
were definitely higher for the early co- 


Rates of mortality * among first admissions with dementia praecox 
to New York civil state hospitals during specified periods after admission, 
classified according to duration of mental disease before admission 


Ce eee eee ee ee e—a 


DURATION Ist 
OF MENTAL three 
DISEASE FEES: 
BEFORE 
ADMISSION 
Under 
1 month 105.5 
1-3 months 60.2 
4-6 months 65.7 
7-11 months 14.4 
1 year 34.4 
2 years 10.2 
3 years 19.3 
4 years - 
5 years 
or over 27.8 
Under 
1 month 126.3 
1-8 months 76.1 
4-6 months 25.4 
` 9-11 months 56.7 
1 year 30.3 
2 years 36.7 
3 years 12.2 
4 years 56.4 
5 years 
or over 58.2 


* Per 1,000 annual exposures. 
+ On an annual basis. 
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2nd 
three 
mos. 


3rd 4th 
three three Ist 2nd 3rd 4th 5th 
mos. mos. year year year year year 
MALES 
18.3 12.5 37.5 37.5 43.6 27.2 = 
17.8 12.1 24.8 4.1 t 22.3 g 
8.4 8.6 26.4 7.4 É - = 
16.4 =! 7.5 7.8 K3 27.4 = 
7.6 7.8 14.0 9.8 31.6 14.7 = 
22.8 23.8 15.7 11.0 11.4 - 444 
2 22.4 20.0 8.8 16.7 - P 
- - 8.3 is > - 7 
30.6 10.4 28.0 12.6 7.4 25.4 - 
FEMALES 
26.3 11.4 42.0 15.9 20.5 36.5 F 
6.9 5.2 26.8 11.0 7.8 17.2 13.4 
14.1 4.8 14.0 10.4 18.4 25.2 20.2 
M Te 19.1 13.8 = - | ee 
13.9 23.6 19.8 Ti 11.4 6.4 3 
7.9 8.1 4.8 > 18.0 10.8 a 
FT gAn iA 39.0 20  %i 
. - 14.3 36.4 - s 
20.6 15.6 32.8 17.2 ios 22. 
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hort (6). The current female cohorts had 
an average rate of 26.8 during the first 
year, compared with 55.7 for the early fe- 
male cohort. The rates were similarly 
higher for the latter cohort during the suc- 
ceeding years of hospitalization. 

If, as previously, we attempt to avoid 
differences that may be due to changes in 
psychiatric diagnoses and combine mortal- 
ity for cohorts with dementia praecox with 
that for manic-depressive psychoses, we ob- 
tain results similar to those shown previ- 
ously. Thus the average percentage of 
males dying within five years was 5.7 for the 
combined current cohorts, compared with 
7.0 for the early cohort. Among females 
the corresponding percentages were 5.3 and 
11.3 respectively. It may be concluded 
therefore that, as with discharges, definite 
improvements have been shown by the cur- 
rent cohorts with respect to mortality. 


Table VIII shows a direct correlation be- 
tween rates of mortality and age at first ad- 
mission. During the first year of hospital- 
ization the rate advanced from 7.9 per 1,000 
annual exposures among males admitted at 
ages 15 to 19 to 32.0 among those aged 35 
to 39 and continued to increase, with minor 
fluctuations, to a maximum of 112.1 among 
those aged 60 or over. A similar trend is 
apparent during the second year of hospi- 
talization, the rate of mortality increasing 
with advancing age at first admission to a 
maximum of 76.9 among those aged 60 or 
over. Trends were similar for females. The 
rate increased during the first year of hos- 
pitalization to a maximum of 103.7 among 
those aged 60 or over. During the second 
and third years they rose to maxima of 
46.5 and 73.7 respectively. 


Table IX shows an interesting relation be- 
tween the rate of mortality and the dura- 
tion of the mental disease before hospitaliza- 
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tion. It was shown, in the case of discharge, 
that the rate was higher among those with 
shorter histories of disease. The reverse is 
the case with respect to mortality. Those 
with longer durations prior to hospitaliza- 
tion have, on the average, lower death 
rates. During the first year of hospitaliza- 
tion male first admissions with a previous 
history of less than a year had an ayerage 
mortality of over 20 per 1,000 annual ex- 
posures. Those with histories of more than 
a year averaged approximately 15. The 
trend is clearer among females, especially 
during the first year of hospitalization. In 
general, this is consistent with the facts dis- 
closed in Table VII, where it was shown 
that mortality was high during the first year 
of hospitalization but decreased in succeed- 
ing years. As the disease reached a chronic 
state the death rate became stabilized at a 
lower level. 


As a result of discharges and deaths the co- 
horts were reduced steadily in number. 
The rate of reduction is summarized in 
Table X. After three months of hospitali- 
zation the male cohort was reduced to 
91.3% of the original total. This declined 
to 82.0% at the end of the first year. This 
was reduced by almost half to 43.8% at the 
close of the second year of hospitalization, 
a consequence of termination of convales- 
cent care during this period. The number 
of patients remaining on the books de- 
creased slowly after the second year. At the 
end of the fifth year 30.2% were still on the 
books. 

Females decreased at a slower rate than 
males. At the end of the first year 85.77% 
were still on the books, compared with 
82.0% of males. The percentage dropped 
rapidly during the second year to 44.9%; 
The percentage decreased slowly to 34.9 at 
the end of the fifth year, compared with 
30.2%, for males. 


. 
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TABLE X 


Percent of first admissions with dementia praecox 
to New York civil state hospitals, remaining in continuous residence 
at the end of specified periods after admission 


END OF MALES FEMALES 
Third month 91.3 92.8 
Sixth month 86.6 88.9 
Ninth month 83.9 87.0 
First year 82.0 85.7 
Second year 43.8 44.9 
Third year 36.4 37.8 
Fourth year 32.6 35.4 
Fifth year 30.2 34.9 


Bt DL ee i r 


The median duration on the books was 
22.1 months for males and 22.5 months for 
females. The tendency towards chronicity 
is shown by the fact that only 16.4% of the 
total male cohorts were still on the books at 
the end of five years and that the median 
duration was only 15.5 months. For total 
female first admissions the corresponding 
data were 19.4%, and 17.6 months respec- 
tively. 

The preceding data were based upon con- 
tinuous histories on the books of the New 
York civil state hospitals. If we consider 
readmissions then the percentages of the 
current cohorts remaining at the end of five 
years were 40.4 and 46.6 for males and fe- 
males respectively. The corresponding per- 
centages for the cohort of 1909-10 were 51.5 
and 56.5 for males and females respec- 
tively (7). The more rapid decline in re- 
cent years in the percentage of patients with 
dementia praecox remaining under treat- 
ment after five years must be attributed 
primarily to the higher current rates of 
discharge. 

To complete the type of comparisons 
shown previously we may again combine 
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the cohorts with dementia praecox and 
manic-depressive psychoses and derive the 
weighted percentages for both groups who 
were on the books after five years of hos- 
pitalization, including readmissions. of 
the current cohorts 37.8% of the males and 
43.2% of the females were still on the books. 
The corresponding percentages for the co- 
horts of 1909-10 were 47.6 and 52.8 for 
males and females respectively. Again it 18 
clear that the better results for the current 
cohorts cannot be attributed to fashions 11 
diagnosis. 


SUMMARY 


We may now summarize the data with re- 
spect to discharges and mortality among 
first admissions with dementia praecox to 
the New York civil state hospitals. The 
data consisted of five cohorts of such first 
admissions during five successive fiscal es 
beginning with the year ended March 9% 
1944. 

Of the male cohorts an 
were discharged from the 
years after admission. This may Þ 


average of 65.5% 
books within five 
e com: 


pared with an average of 42% for all male 
first admissions. The second year was the 
period of most rapid discharge because of 
the culmination of convalescent care during 
this period. Of the total approximately 
45% left the hospitals within a year, either 
by direct discharge or by placement in con- 
valescent care. This figure reduces to 40%, 
if correction is made for those who returned 
to the hospitals during this period. The 
corresponding percentage for a male cohort 
admitted during 1909-10 was 22.7. A total 
of only 34.5% was discharged within five 
years. Discharges among the current male 
cohort were therefore in significant excess. 

OF the female cohorts 62.7% were dis- 
charged within five years after admission, 
compared with 43.5% of all female first ad- 
missions. As with males, most discharges 
among females occurred during the second 
year because of terminations of convalescent 
care. Of the total admissions approxi- 
mately 40% had left the hospitals during 
the first year, either by direct discharge or 
by placement in convalescent care. When 
corrected for readmissions this figure re- 
duced to 35%. The corresponding percent- 
age for a female cohort admitted in 1909-10 
was only 14.3. This grew to only 25.3% 
for the period of five years. Clearly, there- 
fore, the probability of discharge has grown 
significantly in recent years. 

There has been a similar increase in the 
percentage of patients discharged as re- 
covered or improved in some degree. 
Within two years after hospitalization 
11.9%, of the first four male cohorts were 
discharged as recovered and 46.8% showed 
some degree of improvement, including re- 
covery. A male cohort of 1909-10 showed 
corresponding percentages of only 2.0 and 
14.8 respectively. The current female co- 
horts showed 16.3% discharged as recovered 
and 48.0% discharged with all degrees of 
improvement. Corresponding percentages 
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for the early female cohort of 1909-10 were 
1.2 and 13.0 respectively. 

Mortality was low among the current 
cohorts of first admissions with dementia 
praecox. Only 5.3% of the males died 
within five years after hospitalization, com- 
pared with 39% of all first admissions. Of 
the male cohort of 1909-10, 6.5% died dur- 
ing an equal period. Of the current fe- 
male cohorts 5.2% died within five years, 
compared with 11.3% of the female cohort 
of 1909-10. 

In all respects, therefore, the current co- 
horts of first admissions with dementia prae- 
cox showed better results than their prede- 
cessors of 1909-10. Discharge rates and 
percentages of recovery and improvement 
were higher and mortality was lower. Some 
critics have argued, however, that these re- 
sults are spurious in some degree because 
of changes in criteria of diagnosis as be- 
tween dementia praecox and the manic- 
depressive psychoses. This was tested by 
weighting the proportion of these two 
groups of mental disorders in the same de- 
gree as the cohorts of 1909-10 and comput- 
ing rates of discharge, etc., for the combined 
groups. It then appeared that the current 
cohorts still showed higher rates of dis- 
charge and lower rates of mortality, thereby 
confirming that the current cohorts re- 
sponded better as a result of modern meth- 
ods of therapy. 

Primarily as a result of discharges, the 
percentage of the male cohorts remaining 
continuously on the books was reduced to 
82.0% of the total at the end of one year 
of hospitalization. As a result of the in- 
creased rate of discharge during the second 
year the percentage was reduced to 43.8 at 
the end of that period. At the end of the 
fifth year the percentage was reduced to 
30.2. The corresponding percentages among 
the current female cohorts were 85.7, 44.9 
and 34.9 respectively. If we take account 
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of readmissions then the percentages still on 
the books after five years were 40.4 and 
46.6 for males and females respectively. 
Corresponding percentages for the cohorts 
of 1909-10 were 51.5 for males and 56.5 for 
females. 
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Book Reviews 


EDUCATING SPASTIC CHILDREN 
By F. Eleanor Schonell 
New York, Philosophical Library, 1956. 242 pp. 


This book treats of the educational prob- 
lems and evaluation of the educational dif- 
ficulties arising from the cerebral palsy. 

The book is divided into four parts. 

The first gives a general definition and 
classification of the yarious types and causes 
of cerebral palsy. A history of the growing 
interest in the condition describes the 
progress, especially in America, Australia 
and Great Britain, in managing it. 

Part 2 is concerned with the various 
surveys especially related to the Birming- 
ham research project. The use of various 
scales in measuring intelligence in the cere- 
bral palsied is described, and estimates of 
intelligence as carried out by many surveys 
in the different countries are compared. 

Part 3 deals with practical planning of 
educational facilities for these children, and 
gives actual and suggested curricula. 

Part 4 deals with psychological and social 
development, taking into consideration the 
limitations imposed on the cerebrally pal- 
sied child by his handicap. 

This book is a valuable and well written 
source of information much needed by 
teachers and all others dealing with the 
psycho-social development of cerebrally 
palsied children. It should stimulate far 
better understanding and facilities for edu- 
cation of these children. 

The only criticism that can be made of 
this book, in my opinion, is with regard to 
the title. The term “cerebral palsy” has 
practically superseded “spastic paralysis” 
when used for the whole group in America, 
and the same change is occurring more and 
more in Great Britain. The author men- 


tions in her preface that she is using 
“spastic” to include the whole group. How- 
ever, because of the confusion which has 
arisen from using this term except specifi- 
cally for spastics, “cerebral palsy” is being 
more widely used now.—WinTHROP M., 
Puetrs, M.D., Baltimore. 


PERSONALITY, STRESS AND 
TUBERCULOSIS 


Edited by Phineas J. Sparer, M.D. 


New York, International Universities Press, 1956. 
629 pp. 


The role of personality and stress in tuber- 
culosis has been widely studied by many 
investigators who have approached the 
problem from the viewpoint of their own 
special interests. Although some of the 
more recent studies have attempted a multi- 
disciplinary approach, the profound diffi- 
culties which beset all investigations of this 
kind have been evident. Dr. Sparer has 
edited a book which undoubtedly repre- 
sents the most complete and thorough cov- 
erage of the field to date. 

The book is the outcome of a series of 
lectures presented to the staff of Memphis 
Veterans Administration Hospital by recog- 
nized clinicians and investigators and de- 
signed to give “the gist and tenor of con- 
temporary thought, practice and research in 
the various fields interrelated with tuber- 
culosis.” Dr. Sparer, as editor, made “no 
attempt to unify the various views and ap- 
proaches, deeming such unification pre- 
mature.” 

The first of the book's four sections deals 
with fundamental physiological, endocrin- 
ological and psychological concepts. In- 
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cluded is an excellent review of the general 
adaptation syndrome by Dr. Hans Selye. It 
is in relation to the first section that this 
reviewer felt a sense of frustration in find- 
ing that so many of the authors had re- 
frained from attempting to relate their sub- 
ject material to the particular problem of 
tuberculosis. 

The second section, on Clinical Applica- 
tions, is intended to relate basic considera- 
tions to the area of the clinical approach. 
This is to a large extent successful, par- 
ticularly in such chapters as Dr. Masser- 
man’s on the fundamentals of psychother- 
apy with special reference to respiratory 
disease. A welcome inclusion is two chapters 
devoted to the patient’s viewpoint, some- 
thing which in view of the professed holistic 
approach of many authors has received re- 
markably short shrift. Rehabilitation of 
the tuberculous patient and the problems 
of geriatrics and surgery are well covered. 

The thorny problem of self-discharge is 
the primary subject of the third section. 
“The prevalence of such discharge against 
medical advice constitutes the greatest 
single obstacle to the control of tuberculosis 
in this country.” It is appropriate then 
that the editor devote six chapters and a 
sixth of the book to this area. Calder, 
Lewis, Lorenz and Thurston suggest spe- 
cific leads towards predicting which patients 
will leave against advice, and outline a 
useful method of dealing with these pa- 
tients. The special problems of alcoholic 
and psychotic tuberculous patients are re- 
viewed. 

Finally, the editor and his co-workers 
present an outline of a psychosomatic pro- 
gram of a comprehensive service to hos- 
pitalized tuberculosis patients, which is 
designed to be adaptable and to have provi- 
sions for expansion and revision where in- 
dicated in different or changing settings. 

Dr. Sparer’s book should provide for the 
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specialist in tuberculosis and for the mem- 
bers of ancillary groups working in the field 
a useful guide in their efforts to understand 
and deal with the complexities presented 
by the tuberculosis patient. Perhaps even 
more importantly it should provide for 
them the stimulus to intensify their own 
investigations in this fascinating and re- 
warding field—E. D. Wirrkower, M.D., 
Allan Memorial Institute, Montreal 


TEEN-AGERS AND ALCOHOL 
A HANDBOOK FOR THE EDUCATOR 


By Raymond G. McCarthy 


New Haven, Yale Center of Alcohol Studies, 1956. 
188 pp. 


Adequate provision for proper alcohol edu- 
cation in the schools has always presented 
manifold problems to the instructor and 
teacher. Attitudes toward the use of al- 
coholic beverages are heavily charged with 
emotion, and vary in many parts of the 
country. The teacher, in presenting factual 
information, must contend with attitudes 1n 
the home or community which often vary 
from his texts and his own attitude. Asa 
result, although most states have legislation 
calling for a minimum period of instruction 
on this subject, these varying attitudes have 
impelled many teachers to avoid dealing 
with it insofar as possible. Mr. McCarthy's 
book, however, offers techniques and guides 
which make possible unemotional and fact- 
ual presentation of subject matter ina be 
which will not only stimulate the you 
mind but which also utilize some of ET 
more effective techniques being develope 
today in the area of general instr pi 
For years past, of necessity, teachers N 
had to concentrate on the physiologic 


è . brie 
fects of alcohol in the body and in the 


period allotted to point their emphasis to- 
ward the damaging and dangerous effects 
of any use of alcohol which may develop to 
the point of excess. It has only been in 
recent years, with the development of more 
knowledge concerning the effects of alcohol 
and the pattern of progression which de- 
velops into the disease of alcoholism, that 
the psychological and emotional factors in- 
volved in the use of alcohol have been 
pointed up. The fact of motivation in 
drinking is an all-important one and at last 
is being given proper consideration. 

Mr. McCarthy’s book includes a summary 
of existing evidence of attitudes concerning 
drinking practices, including the attitudes 
of young people of high school and college 
age. In the beginning chapters he outlines 
the pressures to which teachers and adminis- 
trators may be subjected from various com- 
munity groups. As he points out in a major 
premise, “Emphasis must be shifted from 
the active drinking and its physical effects 
to the attitudes prevalent within the com- 
munity and the motivations underlying ac- 
ceptance of drinking practices.” He then 
delineates some of the attitudes and prac- 
tices of young people that have been shown 
in recent surveys. 

The book is particularly effective and 
interesting because a great portion of it 
involves a verbatim record of discussions by 
student groups (four high school classes, a 
college ethics class and an in-service teach- 
ers’ training class), all transcribed from tape 
recordings, This clearly demonstrates the 
value of the discussion technique for han- 
dling emotionally charged and controversial 
subjects such as the use and effects of al- 
cohol and attitudes with regard to drinking. 

Behind the practical techniques and ex- 
periences which this book affords to the in- 
structor there is, however, a major premise 
which is of importance to all persons con- 
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cerned with mental health. Two quota- 
tions will bring out this point, which is 
implicit in Mr. McCarthy's approach; “The 
essential goal of all educational enterprises 
is to encourage the development of a matur- 
ing personality in the younger members of 
our society. Such individuals will be able 
to cope with personal and social problems 
as they arise. Frustrations and disappoint- 
ments will be accepted as a part of life. 
Techniques and methods of resolving prob- 
lems need to be learned. The school should 
provide for this opportunity. People who 
develop resilient, mature personalities have 
little need to escape from reality. Insofar 
as schools are able to achieve this goal, they 
will contribute to the prevention of prob- 
lem drinking and alcoholism.” 

And again: “Information presented on 
request to many adult groups throughout 
the state is probably responsible to a great 
extent for acceptance of the program by the 
schools. It emphasizes parental responsi- 
bility, character development through 
proper guidance in the home and school 
and the important role education plays in 
helping resolve the quandaries of our youth 
and in pointing a way to happy living. In 
this connection, alcohol education has been 
instrumental in promoting the work of 
mental health in the school and focusing 
attention on the need for better emotional 
hygiene.” 

Mr. McCarthy’s book provides a real 
handbook for the teacher who is concerned 
and interested in providing unemotional, 
factual material to his students and who 
desires to play a part in the development of 
good mental health among young pearls, 
It can be utilized by instructors In any 
course which is selected as the framework 
for the teaching of alcohol and alcoholism. 
—Mnrs. Marty Mann, National Council on 
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MEDICAL RESEARCH: 
A MIDCENTURY SURVEY 


An American Foundation Publication 


Boston, Little, Brown & Co., 1955. 
Vol. 2, 740 pp. 


Vol. 1, 765 pp. 


This is a broadly conceived, carefully docu- 
mented 2-volume review of the over-all 
problems of medical education and medical 
research. In the second volume research in 
the special fields of cancer, infertility, rheu- 
matoid arthritis, cardiovascular disorders, 
rheumatic syndromes, tuberculosis, virus 
diseases, alcoholism and finally schizophre- 
nia is reviewed in considerable detail. 
The authors bring out the problems fac- 
ing the medical schools very effectively. 
These are shortages in personnel for teach- 
ing and research. At present the staffs of 
the schools are not able to keep up with 
their primary responsibilities of teaching 
medical students and conducting their own 
research. Yet they are continually under 
the pressure of special demands from the 
community such as care for the aged and 
staffing rehabilitation programs. It is par- 
ticularly clear that there are insufficient 
doctors in the schools to aid in improving 
mental hospitals and in staffing psychiatric 
outpatient clinics and rehabilitation serv- 
ices. It is also demonstrated that all pri- 
vate medical schools have insufficient en- 
dowment to maintain—much less stabilize 
—teaching and research programs. This is 
a serious deficiency because there is a clear 
correlation between endowment and dura- 
tion of fundamental research. The authors 
imply, but do not sufficiently emphasize, 
that psychiatric departments are among the 
most poorly endowed departments in medi- 
cal schools. 
The most striking thing about this re- 
view is the contrast between the confident 
enthusiasm with which the research projects 
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‘are presented for subjects like cancer and 


cardiovascular disorders as compared with 
the cautious, uncertain and rather gloomy 
approach with which schizophrenia is han- 
dled. It is revealed that there is a great 
deal of money available for all kinds of 
methods of approach to cardiovascular dis- 
ease and cancer and that even some of the 
more far-fetched approaches in these fields 
are greeted with enthusiasm and are sup- 
ported. There is very little questioning as 
to whether or not the hypotheses are useful 
or whether or not the results of the research 
may prove negative. In contrast, when 
schizophrenia is considered, the leads for 
approaching these problems seem to be un- 
certain, and one is left with the feeling 
that there is little direction to the research 
into this condition. It is also noteworthy 
that there is comparatively little money 
available for research in this field and that 
also there are few people concerned with 
research in schizophrenia. 

The authors overlook the substantial fi- 
nancial contribution made by the Supreme 
Council, 33rd Degree Scottish Rite Free- 


masonry, Northern Masonic Jurisdiction, to - 


research in schizophrenia over a period of 
22 years. The value of this book would be 
greatly enhanced by a good index, which 
would help in checking for important omis- 
sions such as this. 

The authors refrain from making a sum- 
mary or offering suggestions as to how to 
remedy the weakness of research in schizo- 
phrenia and other areas pertaining to men- 
tal disorders. However, a rereading of 
Volume I will reveal that they have em- 
phasized that full-time staffs with adequate 
endowments lead to improved teaching and 
later to development of good fundamenta 
research. This leads to the conclusion that 
an essential step in improving research in 
schizophrenia and other forms of mente 
illness lies in increasing the endowments o! 


departments of psychiatry in medical ` 


schools.—E. F. GILDEA, M.D., Washington 
University School of Medicine 


PHYSIQUE AND DELINQUENCY, ye 
V 

By Sheldon and Eleanor Glueck 

New York, Harper & Brothers, 1956. 339 pp. 


Should anyone doubt that physique plays 
a role in delinquency, Sheldon and Eleanor 
Glueck will impressively dispell such a 
doubt. The Gluecks have not attacked 
the Gordian knot of delinquency with an 
Alexandrine stroke but by a most pain- 
staking check-counter check methodology so 
that unraveling delinquency is a far more 
appropriate phrase to use in describing 
their work, which has now reached monu- 
mental proportions. 

The “Arithmetic Boys” will likely be 
more responsive to the Glueckian evalua- 
tion of the correlations between their vari- 
ous groups of anthropometric data and 
those dealing with behavior than perhaps 
those of the Sheldonian school. Neverthe- 
less it is exciting to read that 60% of de- 
linquents proved to be mesomorphic as 
compared with 12% to 14% respectively of 
the endomorphic and ectomorphic and bal- 
anced somatotypes and also to recall 
Sheldon’s emphasis upon the north-north- 
West section of his somatotype chart in the 
direction of comparable findings. Sheldon’s 
keen biological subjectivity as to the dis- 
cernment of relationships between body- 
build and behavior may thus be reviewed 
with fresh interest. The work of Rees and 
Eysenck, Kretschmer and many others ex- 
tending into the early explorations of man- 
kind in this direction should be re-studied 
in this widening of the field of constitu- 
tional medicine. 

The Gluecks have pointed out facts con- 
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cerning physique and delinquency too 
numerous to mention here but it is fascinat- 
ing to think over a number of observations 
such as the following: 

Mesomorphs are more highly character- 
ized by traits particularly suitable to the 
commission of acts of aggression (physical 
strength, energy, insensitivity, tendency to 
expression of tensions and frustrations in 
action together with a relative freedom from 
such inhibitions to anti-social adventures 
as feelings of inadequacy, marked submis- 
siveness to authority and emotional insta- 
bility). 

Adventureousness in mesomorphs is more 
dramatic and exerts more socially disastrous 
effects than in endomorphs and ectomorphs. 

Endomorphs and ectomorphs have lower 
delinquency potentials than mesomorphs. 
Endomorphs have more of a tendency to 
submit to authority and their energies are 
inconsistent with enterprise and daring re- 
quired for delinquency; they also exhibit 
more of a tendency to conventional modes 
of thinking and behaving. Ectomorphs 
show a greater deficiency in the energy and 
drive for vigorous motor life, This is 
coupled with an excess of such curbing 
traits as a tendency to phantasy, emotional 
instability, emotional conflict and feelings — 
of inadequacy; ectomorphs bottle up ag- 
gressive drives. The over-reactivity in terms 
of delinquent behavior of the ectomorph to 
the pressures and tensions of family life is a 
major finding, 

Not for one moment do the Gluecks un- 
derrate environmental and cultural in- 
fluences. Adverse interpersonal, familial 
and neighborhood influences may be the 
basic reasons for delinquency in many in- 
stances. Like William Sheldon, they say, 
however, that in many instances the pos- 
session of certain constitutional traits makes 
the person more vulnerable to the pressures 
and tensions of life and that the presence of 
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mesomorphic elements may predispose the 
person to acts of delinquency when adverse 
cultural factors take the initiative. 
Sheldon and Eleanor Glueck go on to say 
in discussing physique and management 
that personality as a whole is involved and 
not in fragmental forms and therefore 
management should include reference to 
body build. In helping the delinquent 
child to readjust in the family, it is impor- 
tant to note that the ectomorph needs 
“extra” care and love and that the parents 
should be included in therapy. The endo- 
morphic child needs to have new experi- 
ences of belonging, especially with the 
siblings, and the mesomorph needs vigorous 
and exciting outlets in socially constructive 
family activities. 

The Gluecks stress the necessity of train- 
ing teachers to understand the significance 
of body-build in the classroom. School 
curricula should be organized to meet the 
special needs of youngsters of different body 
types. Screening devices would help in the 
study of traits and socio-cultural factors 
especially as to prediction of the develop- 
ment of antisocial behavior in the different 
somatotypes. Teachers and consultants 
should understand the excessive sensitivity 
of ectomorphic children, etc. A great need 
exists for young adult male teachers even in 
kindergarten and early grades. Husband 
and wife teams could provide a warm emo- 
tional climate. Forcing all types of chil- 
dren into a single academic world is likely 
to result in increased tension, frustration 
and revolt. There is a need for a diversi- 
fication of school activity so that the greater 
strength and uninhibited motor response to 
stimuli in the mesomorphs may find con- 
structive outlets. Curricula should also 
take into consideration the greater submis- 
siveness, sensuousness and conventionality 
of the endomorph and the greater aestheti- 
cism, feeling of inadequacy and emotional 
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instability of the ectomorph. These facts 
are of great importance in the treatment 
and training of those boys and girls already 
delinquent. 

It is interesting to note that the fourth 
somatotype—balanced somatotype—seems 
to be characterized by being at mid-center 
somatotypically and with an emphasis to- 
ward one of the other poles depending upon 
constitutional combinations. Apparently, 
though, the delinquency rate falls some- 
where in the 12% to 14% range. This pat- 
tern is not clearly defined. 

The Gluecks stress that there is no uni- 
tary cause of delinquency or single theory 
of delinquency. Their findings are a must 
for all serious students of delinquency. 
This volume should be studied widely and 
especially in teacher-training institutions — 
Epwarp J. Humpnreys, M.D., Pennsylvania 
Bureau of Mental Health Services for 
Children 


WHAT WE LEARN FROM CHILDREN 
By Marie I. Rasey and J. W. Menge 
New York, Harper & Brothers, 1956. 164 pp. 


When experienced educators, working with 
children, retain their freshness and sensitiv- 
ity they can produce a book of this kind. 
At the Rayswift School these writers (pt 
fessors of psychology and education at 
Wayne University) have lived with and 
taught 54 children who embody a variety of 
emotional and physical handicaps. They 
have apparently been able to give strength 
and direction to the children while they 1” 
turn have learned from them. “The chil- 
dren have been our teachers as we watch 
their behavior, were party to their decision- 
making, and began to understand the values 
which released the selves they are into pur- 
posive action.” 


These writers’ belief that other teachers 
may learn from their experience seems well- 
founded. The book contains perceptive 
descriptions of children, thoughtful state- 
ments about efforts to weigh and select edu- 
cational procedures, and much beautiful 
writing. The latter is a welcome dividend 
in educational literature. 

The first chapter, We Revise Our As- 
sumptions, takes a clear look at learning, 
experience and value judgments in terms of 
the on-goingness of life, “the interrelation 
of the organism with its externality of 
things and people.” What has been and 
what is being done by an individual child 
is considered not as an absolute but as a 
way to move on to better learning. 

Chapters 2 through 4 (We See the 
Child in His Environment Differently, We 
Apply Revised Methods of Observation and 
Nurture, and We Analyze the Role of Pur- 
pose in Human Behavior) tell the story of 
life at Rayswift—the interaction between 
hurt children and a restorative environ- 
ment. It is the vital life-stuff about eating, 
working, laughing, fearing, caring, problem- 
solving and growing. 

The longest chapter, Some of the Chil- 
dren Who Taught Us, is not nearly long 
enough. The children are here, their lan- 
guage, their behavior as it changes and 
something of their histories. The authors 
have settled for luminous images that invite 
further study of the more intensive, care- 
fully documented records. One assumes 
such records are in the files. 

In the final chapter—titled How Shall 
We Educate?—the educators state their 
point of view. They look for total pat- 
terns in children, the relationship of 
energy to purpose to achievement. They 
recommend making individual circum- 
stances of learning easy and feasible. Fa- 
vorable attitudes and involvement are con- 
sidered basic to learning. Finally, it is 
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stated that children achieve better learning 
through cooperation than through competi- 
tion. 

What We Learn from Children is not a 
document of research in the usual sense. 
It is an original, independent little book 
about real experience, with its own flow of 
subjective responsiveness. It takes account 
of the feeling qualities of teaching. Herein 
lies its attractiveness and power in serving 
other teachers of children—Evetyn D. 
ADLERBLUM, New York University School 
of Education 


YOUR ADOLESCENT AT HOME 
AND IN SCHOOL 


Lawrence K, and Mary Frank 


New York, Viking Press, 1956. 336 pp. 


This book is written for the use of parents, 
teachers, counselors and others concerned 
with adolescent boys and girls. It is based 
on a good coverage of the research in the 
field and on the wide personal and profes- 
sional experience of the authors, who have 
dealt for years with young people and their 
families. 

The writers discuss the current multiple 
impacts which give rise to the problems of 
today’s adolescents as they and their parents 
meet a rapidly changing culture. There is 
discussion of the anxieties, fears and con- 
flicts which exist on the one hand, but also 
of the possibilities for good and the oppor- 
tunities which are present. Throughout the 
book there runs a constructive tone which 
expresses the conviction of the writers that 
“young people have many potentialities for 
coping with the tasks and problems of our 
day and that these potentialities need to be 
adequately developed and utilized by our 
schools and in our communities. 

Especially helpful as an offset to some of 
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the writing of recent years is the nicely 
balanced discussion of love, which needs to 
be accompanied by discipline if it is to meet 
the developmental needs of children. Par- 
ents and educators, say the authors, are 
beginning to see that “normal” young 
people get into difficulty because the adults 
around them do not give the kind of help 
that is needed. “We feel that teachers, like 
parents, have made some mistakes—not in 
loving children and in giving them a chance 
to grow, but in taking for granted a strength 
in young people to stand up for right and 
just principles in their groups. . . . Boys 
and girls ought to know where the adult 
stands, where his convictions lie. . . . The 
acceptance by a good adult with some con- 
victions about what is right and wrong for 
today’s world is one of the biggest needs of 
every adolescent.” 

One of the main reasons for giving disci- 
pline is that it may become internalized in 
the form of self-control. When the young 
person has a certain measure of this type of 
inner control the authors say: “The stimu- 
lating, creative force for the young adoles- 
cent is the discovery that control is inside 
one’s self: I must live this life, judge my 
own acts, choose for myself. (And it is also 
the reason for fluctuating despair, helpless- 
ness, guilt.) Early adolescence is a time of 
new, important learning—learning the con- 
sequences of one’s own acts, the ‘good’ con- 
sequences along with the ‘bad.’ It can be 
a period of tremendous ethical and creative 
growth, a period when adults are as impor- 
tant, with their fairness and generosity and 
respect, as they are for the school-beginner.” 

About the guilt feelings which too often 
accompany adolescence the authors say: 
“An adolescence spent fighting childish 
feelings of guilt, rage and helplessness is a 
waste of precious life-time when young men 
and women should be able to admire them- 

selves for what they can do.” 
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There is a very readable discussion 
several of the basic principles of growth: 
“Development may mean strains and tet 
sions”; “Normal development may be ur 
even”; “Development demands a new image 
of self”; “Normal processes (in growth) ere 
ate individual problems.” The most curren 
facts about the physical growth of 
cence and adolescence are presented wil 
special attention given to the wide indi 
vidual and sex variations in the rate 6 
growth and development. The discussio 


to both parents and young people 
selves that although the lag behind or 
spurt ahead of one’s group may seem toh 
forever “the time span of 10 years or less 
which these adolescent body changes occu 
may seem short when viewed in the lig 
of the many years ahead.” 

The discussion of the close fri 
and the episodes of hero-worship 
characterize early adolescence is a lever 
headed one and should do a good deal 
place in perspective parental worries ab 
homosexuality. On heterosexual dev 
ment the authors say: “In the past 
years adolescents have found many ni 
portunities for a variety of sexually 
lating experiences and for sexual 
course—a situation which worries 
. .. . Beginning adult sexual experien 
the teens, when marriage in our 
is many years ahead, creates innun 
personal and social problems. In 
to orient adolescents today we are © 
covering that the heavy hand of p 
authority carries little weight. . . - ""* 
realizing that it is often more fruithul 
talk to young people about what they 
what they hope to be, what images of 
selves they cherish. Then they can ¢ 
their actions in terms of what they 
only to other people but to themse 
their own dignity and worth.” 


a 


Although the book centers largely on 
family relationships, chapters 9 through 12 
are devoted to a survey of the kind of edu- 
cation adolescents need and to certain 
aspects of contemporary high school educa- 
tion and guidance. There is an excellent 
bibliography, an appendix on college infor- 
mation and a fine index.—Lre VINCENT, 
Chatham College, Pittsburgh 


DEVELOPMENTAL PSYCHOLOGY 
By Louis P. Thorpe and Wendell W. Cruze 


New York, Ronald Press, 1956. 670 pp. 


In their preface the authors state, “This is 
a textbook for the course in developmental 
psychology or human growth and develop- 
ment with a talk in the department of psy- 
chology, in the department or school of 
education or in home economics. It pre- 
sents the essential concepts, research find- 
ings and interpretations upon which an 
abjectively derived developmental psychol- 
ogy must be based.” 

In general, this is a pretty accurate state- 
ment. The book covers such diverse areas 
as prenatal influences, moral development 
and juvenile delinquency, mental hygiene 
of the developing individual, and senes- 
cence. Its coverage in each area is broad. 
For example, in the chapter on the dy- 
namics of human behavior the authors dis- 
cuss the instinct theory, the concept of 
fundamental needs, the basic needs of the 
human individual, the psychology of frus- 
tration, autocorrectivism and homeostasis, 
the principle of economy of behavior, Freud 
and the sex drive, Adler and individual psy- 
chology and the Jungian school of psycho- 
analysis. There are such refreshing ma- 
terials as a table showing the frequency, 
duration and rate of resolution of adoles- 
cent boy-girl affairs. ‘The book is replete 
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with a serics of exercises or questions after 
cach chapter and covering some of the ma 
terial in the chapter, 

In the reviewer's opinion this text is an 
extremely valuable contribution. Ik is well 
written and covers the field in a way that 
no book on child development has. It has 
enough material in areas in which the aver 
age college student has questions and inter 
ests about himself so that it should be very 
popular with college students. Yet it is 
also a volume which should be useful and 
interesting to many mothers to whom it 
should be anxictyallaying rather than 
anxiety-creating —Lester W. Sontac, M.D., 
Fels Research Institute for the Study of 
Human Development, Antioch College 


PREFACE TO EMPATHY 
By David A. Stewart 
New York, Philosophical Library, 1956. 155 pp: — 


In that public arena wherein is being cat- — 
ried on the struggle to forge a general 
theory that will include the art of therapy 
with the science of society, many voices are 
crying to be heard. Few of these advocates 
can have so unusual a background of ex- 
perience as that of the author of this book. 
Dr. Stewart's carly training was in the field 
of philosophy, but he is at present engaged 
in the practice of group therapy with alco- 
holic patients, as chief psychologist of a 
clinic. As philosopher he is not only a 
trained thinker but also more aware than 
most of us of the timeless issues and broad 
reaches of his topic; as therapist he is denied 
by experience in demanding interpersonal 
situations the luxury of the easy solutions 
of the armchair. 

Dr. Stewart has come to value empathy as 
the process par excellence in the therapeutic 
relationship. He has then proceeded to de- 
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clare it the fundamental process in all fully 
personal experience, basic to ethics (which 
is always social) as well as to esthetics. He 
ties his thinking to that of Freud, quoting 
and then elaborating upon two brief 
references to empathy in his “Group Psy- 
chology and the Analysis of the Ego”—the 
first to the effect that it plays the largest part 
in our understanding of what is inherently 
foreign to our ego in other people, and the 
second to the effect that there is a path from 
identification through imitation to em- 
pathy. In Dr. Stewart's interpretation of 
these passages, in the course of develop- 
ment there is first the stage of primitive in- 
voluntary identification, followed by a stage 
of resistance, then a stage of voluntary imi- 
tation based on conscious good will and 
finally the stage of deliberate attempt to 
understand the other while respecting his 
right to develop freely as a person. This 
last is the stage of empathy. It is essential 
to reach it, because the other person is both 
like and unlike oneself and there is always 
the danger of denying him the right to be 
unlike oneself. 

Dr. Stewart is adamant on the point that 
the process of empathy cannot be studied 
scientifically, since any imposition of con- 
trols has a hampering effect. In any case, 
empathy cannot be directly observed. Its 
chief criterion is what he calls interpersonal 
testimony—either the persons agree that 
they are communicating well or they don’t. 
When they do, that’s empathy. 

Allin all, this is an ardent performance— 
even to the point of being vexatious. But 
then that is the burden of the argument. 
To become a person, in the finest sense, one 
must overcome resistance and achieve re- 
spect for the other. This is an ethics of 
hard-won respect, rather than an ethics of 
love. It is tough-minded, hard-headed, 
“realistic.” And it will always have the last 
word.—R. G. N. Lawiaw, M.D., Toronto 
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THE TEACHER AS A f 
GUIDANCE WORKER 


` 
By Ira J. Gordon V 
New York, Harper & Brothers, 1956. 350 pp. 


After fifty years of existence the guidance 
movement and the specialized workers in 
guidance are struggling not only for profes- 
sional status but even for their very exist- 
ence. Not only that, but they are fighting a 
war of attrition on two fronts. On the one 
hand, school psychologists and school social 
workers, because of their specialized train- 
ing and needed services, are in demand by 
schools and where school systems cannot af- 
ford these services as well as guidance staff 
the educational and vocational guidance 
services may be carried on by teachers, ad- 
ministrators or the social workers and psy- 
chologists. On the othcr hand, many 
schools, operating on tlic cliché “Every 
teacher a guidance worker,” turn over the 
delicate job of student counseling to any 
teachers who happen to have a free period 
now and then, after an hour or two of 
“training” by the assistant principal. / 
The Teacher as a Guidance Worker is 
designed to lend aid and comfort to the 
school administrator who subscribes to the 
latter point of view. “Most guidance work 
must be done in the classroom, by teachers 
who possess the guidance viewpoint and in- 
corporate it in their teaching and other re- 
lationships with students.” Certainly there 
can be no quarrel with this viewpoint Pa 
vided it is part and parcel of a rich, well- 
rounded counseling program supervised by 
specialists who not only help with children 
who present problems beyond the apid 
of teachers to deal with but who also wor 
closely with the teachers in the preventive 
work that must be done in the classroom 
Although stating grudgingly that specialists 
are also necessary in schools, the author goes 


all-out in substituting teachers for profes- 
sional guidance workers, instead of develop- 
ing a balanced program of guidance in 
which both play important parts. 

This book is nevertheless an important 
one in the fields of education and guidance. 
It is a veritable encyclopedia, although a 
condensed one, of much of the current liter- 
ature in child development, group dynamics 
and the dynamics of behavior. The experi- 
enced counselor will find it a gold mine of 
ideas and research results, all succinctly pre- 
sented. The teacher or other reader not 
oriented in modern counseling methods 
may be confused by the wealth of material 
presented in insufficient detail, or misled to 
believe that human behavior is really very 
simple if one follows the many telegraphi- 
cally expressed formulae for dealing with 
complex problems of human behavior. The 
reviewer counted no less than 50 lists of 
prescriptions for teacher-counselors to fol- 
low in order to do effective counseling. A 
few examples illustrate the nature of these 
lists: 

6 steps for scientific predictions 
7 steps for recording observations 
7 steps for analyzing the standard test 
16 hypotheses relative to child growth 
12 questions to be answered by home visits 
14 general principles of learning 
T0 steps in the “choice-enabling process” 
9 ways of promoting the group process 
6 steps in action research 


The book is divided into three parts and 
nine chapters. Part 1 deals with the nature 
of guidance and the scientific approach to 
behavior; part 2 has four chapters on human 
development concepts; part 3 treats of the 
teacher as group worker, as counselor and 
as action researcher. The material is well 
organized and each chapter has an extensive 
and valuable bibliography. It is a compact 
volume, which should make it very useful 
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for reference and for review by experienced 
guidance workers but hardly for teachers 
who have not had broad training in modern 
psychology, child development, group dy- 
namics and related fields.—Morris Kruc- 
MAN, New York City Board of Education 


THE THREE FACES OF EVE 


By Corbett H. Thigpen, M.D., 
and Hervey M. Cleckley, M.D. 


New York, McGraw-Hill Book Co., 1957. 308 pp. 


The dust cover describes this book as “the 
fantastic true story of a housewife who was 
three women in one body.” This reviewer 
heartily concurs in the use of this phrase, 
for he found the story to be as described— 
fantastic. Although as a non-medical pro- 
fessional worker in the field of mental health 
he has encountered strange cases, the one 
that serves as the subject of this book tops 
them all. 

The book deals with a case of multiple 
personality in a young mother who mani- 
fests three distinct personalities during a 
lengthy period of psychiatric therapy. As 
the account of her treatment unfolds, the 
reserved, inhibited patient who first came to 
the doctor suddenly changes into an asser- 
tive, provocative woman who believes that 
she is unmarried and childless. The com- 
plete dissociation of this second personality 
from the original one is incredible. Still 
later in treatment a third personality ap- 
pears. The uncanny aspects of the situa- 
tion then become most marked as this latest 
emergence is described, for she is able to 
sense the thoughts and she experiences the 
behavior of the other two. Her account of 
their activities is like a private detective's 
report except that the information is more 
complete than one could obtain just by 
trailing someone else. In this instance the 
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reporter was actually in the body of the 
other two and consequently was able to de- 
scribe not only their actions but their emo- 
tional reactions as well. 

This is a true case study written by two 
psychiatrists who describe their experiences 
with this patient during several years. The 
narrative includes a full account of physical 
and psychological studies and of their ther- 
apeutic handling of the case. 

This reviewer will not attempt to deal 
with the diagnostic assumptions nor the 
steps in treatment which the psychiatrists 
followed. Rather he will consider this book 
on its merits as a medium for mental health 
education and comment on its ability to 
encourage better acquaintanceship of the 
public with the causes and nature of mental 
illnesses and their treatment. 

In this light the book does show that the 
causes of emotional maladjustment are com- 
plicated and that their deep roots in one’s 
past life lie far below the surface. One’s 
behavior, consequently, results from emo- 
tions of which one is unaware, from feelings 
and experiences which are forgotten, and 
from physiological idiosyncrasies. Another 
principle in mental health education that 
the book illustrates is that all human be- 
havior has meaning even though its purpose 
and meaning may be obscure. The person 
who shows signs of emotional disturbance 
is letting others know that he is troubled 
and ill and that his illness represents his 
way of dealing with problems that are too 
confusing, too painful or too demanding. 
The book also points out very vividly the 
infinite patience that is required in treating 
emotional disorders, 

These concepts stand out clearly and 
serve to orient the lay persons for whom 
this publication was apparently written to 
some aspects of mental illness. 

Many readers may view this publication 
as a science fiction account, for it docs have 
this kind of impact owing to the writing 
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style and to its particularly astonishing sub- 
ject matter. This fascinating aspect of the 
book may help to enhance its educational 
value. 

A major fault is the authors’ criticism of 
psychiatric and psychological theories pro- 
pounded by others. Although the writers 
attempt to disprove these theories by indi- 
cating that in many instances they are based 
on conjecture, their own method was sim- 
ilarly based on no clear-cut understanding 
of the problem nor on a specific formula- 
tion of a treatment method. The authors 
might have acknowledged without disdain 
that there is more than one way of under- 
standing a patient's illness and that adher- 
ence to a special theory need not interfere 
with successful treatment. Although at the 
present time there is no universally accepted 
theory of psychiatric or psychological treat- 
ment, all ethical workers have a common 
objective in seeking to bring about a lessen- 
ing of their patients’ suffering through an 
understanding and non-judgmental rela- 
tionship. 

This attack on other methods of therapy 
minimizes some of the values of this book as 
a mental health educational device, for It 
dispels confidence in those pioneers who, 
while groping with uncertainty and specu- 
lation, develop therapeutic methods which 
in later years become our orthodox treat 
ment procedures—Epwarp Linzer, Na 
tional Association for Mental Health 


TREATMENT OF THE 
CHILD IN EMOTIONAL GONFLIC 


By Hyman S. Lippman 
New York, McGraw-Hill Book Co., 1956. 298 pP- 


In spite of the already existing literature on 
child guidance clinics, Dr. Lippman s boo 
will definitely fill many needs, It combines 
the author's breadth of experience, his deep 
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understanding and interest in people with 
a wisdom which enables him to use language 
everybody is able to understand. His sci- 
entific concepts stressed by his early work 
with Anna Freud and Aichhorn have never 
led him into dogmatism. 

Dr. Lippman gives a good picture of the 
basic trends in child guidance clinics and 
child therapy. He seems convinced of the 
value of the team approach and, like Freud, 
he comes to the conclusion that not only the 
physicians are experts in child therapy. In 
his own words: “The case worker who has 
been adequately trained to be a therapist 
and who devotes her time largely to the 
direct treatment of emotionally disturbed 
children is no longer acting as a case worker; 
she is now a therapist. . . . Both (the psy- 
chologist and the social worker) should 
have their therapy, whenever intensive, su- 
pervised by’an analytically trained psychi- 
atrist” (pp. 13 and 14). Dr. Lippman even 
feels that a psychiatrist working with emo- 
tionally disturbed children “can benefit 
from the experience of social case workers 
and clinical psychologists” (p. 14). 

He describes the different categories of 
emotional disturbance which a child guid- 
ance clinic has to cope with and makes it 
clear why we need varying ways and lengths 
of time in our work. He considers flexi- 
bility, lightness and humor as essential fac- 
tors for the process of therapy. 

The case material illustrates very well Dr. 
Lippman’s view about the therapist's task in 
a child guidance clinic. It demonstrates, 
for instance, how the therapist's knowledge 
of the child’s unconscious conflicts gives him 
different possibilities of approach without 
ever verbally interpreting the child’s castra- 
tion anxiety (p. 122). The direct interpre- 
tation should be reserved for child analysis. 

There are so many good points in this 
book that it is difficult to give justice to it 
in a short review. A few points will be 
mentioned briefly: The clarification of con- 
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fusing definitions such as that for “acting 
out”; the recognition of the adolescent's 
need for help (in contrast to those who view 
adolescence as counter-indication for ther- 
apy); the importance of the family, which 
should be treated as a unit; the fact that 
foster homes are not unconditional answers 
for the emotionally disturbed child; the 
fact that small institutions with trained 
medical staff are much more necessary than 
acknowledged generally, etc., etc. 

This book will be read with great pleasure 
by many workers from all the different pro- 
fessions, the experienced as well as the in- 
experienced. Those who are inclined “to 
explain behavior by theoretical mecha- 
nisms” may profit especially by the author's 
tendency to give life its right place without 
forgetting the theory.—Lorre BERNSTEIN, 
M.D., Louisville Child Guidance Clinic. 


STRAIGHT TO THE HEART: 

A PERSONAL ACCOUNT 

OF THOUGHTS AND FEELINGS 
WHILE UNDERGOING HEART 
SURGERY 


By George Lawton 


New York, International Universities Press, 1956. 
347 pp. 


These are days in which authors are bring- 
ing us closer and closer to the more intimate 
and dangerous aspects of life. To have 
health, man had first to face and under- 
stand the nature and cause of his illnesses 
and what to do about them. He had to 
learn to face tuberculosis, syphilis, polio- 
myelitis, cancer, mental illness, coronary oc- 
clusion and, now in this book, heart disease 
and its alleviation by surgery. 

Here is a frank and revealing account of 
how one man and his wife (for the latter is 
not only mentioned throughout but writes 
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her own chapter) felt about it all. Their 
feelings and behavior are described before 
and during the operation. The reader is 
given an account of what factors entered 
into the decision for the operation—the 
pre-operation drama—the operation itself, 
the postoperative nursing care, the hospital 
atmosphere, as well as many other details. 

This book differs from others in that it 
deals with the greater likelihood of death 
from this operation than from others. 

From the time he can understand any- 
thing, a human being learns that the con- 
tinued beating of his heart is necessary for 
life to continue. In a heart operation he 
faces the possibility that his heart may cease 
beating—and the possibility of sudden 
death is an awesome thing! Surgery always 
has its risks but none is so high and none so 
dangerous as one connected with this vital 
organ. And while death has always to be 
reckoned with in serious conditions, both 
medical and surgical, none brings so much 

threat and stimulates so many fantasies of 
sudden death in both patient and family 
as does heart surgery. 

The patient-author, being an experienced 
and outstanding psychologist and not a new 
hand at writing books, has made this an 
interesting book and has tried hard to be 
truthful and to bring his, readers face to 
face with the serious facts connected with 
heart surgery. This is an interesting per- 
sonal story and will probably appeal to 
those who like stories of hospitalization and 
illness. 

From the standpoint of mental hygiene 
one might ask if this is good reading for the 
prospective patient for heart surgery. While 
some of the content could be anxiety-pro- 
ducing there is abundant content that 
should allay anxiety. Some readers might 
be led to think, “I don’t want heart surgery. 
I couldn’t stand the serious implications of 
it—the fear surrounding it.” But this does 


458 


not mean they should not read this book. 
For is it not better to deal with fear (some 
of it at least) before hospitalization rather 
than having it all to deal with after the 
operation when everyone is busy and when, 
for his best welfare, the patient should not 
be burdened with too much fear? This re- 
viewer would be inclined to let any prospec- 
tive patient for heart surgery read this book 
and then deal with the anxiety provoked by 
it. This seems to be the best mental health 
procedure, 

Readers may also ask, “Isn’t it better that 
we do not always know what we are going 
to face and meet trouble when it comes— 
and if it comes?” This may seem sound 
and have some logic but again, considered 
from the standpoint of mental hygiene, a 
philosophy that helps people to face reality 
and get all the help available to deal with it 
is the only acceptable one. And that help 
—much of it at least—does not have to 
come from the specialist. The specialist in 
mental health has many functions and one 
of them is to show people that they have 
the strength to meet serious crises by mak- 
ing use of their already built-in mechanisms 
of courage and understanding and to teach 
them to reach out and trust what is avail- 
able to them in their family, friends and 
personal physicians. This book helps them 
to do just that—O, SPURGEON ENGLISH, 
M.D., Temple University 


DISCUSSIONS ON 


CHILD DEVELOPMENT Eri 


J. M. Tanner, Bärbel Inhelder, eds- 

New York, International Universities Press, 1957. 
Vol. 1, 240 pp; Vol. 2, 271 pp- 

r in 
Anyone interested in human growth jer 
the adaptations of human beings dur 


development will enjoy these proceedings 
of the two meetings of the World Health 
Organization Study Group on the Psycho- 
biological Development of the Child. The 
aim of this study group, which met in 
Geneva in 1953 and in London in 1954, was 
described as “not the reading of papers, the 
passing of resolutions, or the issuing of a 
report, but the provision of an opportunity 
for mutual understanding to develop be- 
tween workers in different disciplines, and 
on the basis of that understanding the at- 
tempt to relate the findings of one discipline 
to those of another and the hope that new 
research, and particularly joint research, 
might be undertaken.” 

Those readers who are familiar with the 
Macy Foundation conferences will feel at 
home with the method of conducting the 
discussions reported in these volumes since 
Dr. Frank Fremont-Smith served as chair- 
man. The other members of the Study 
Group were John Bowlby, G. R. Har- 
greaves, Bärbel Inhelder, Konrad Lorenz, 
Margaret Mead, K. A. Melin, Marcel Mon- 
nier, Jean Piaget, A. Rémond, R. R. Struth- 
ers, J. M. Tanner, W. Grey Walter and 
René Zazzo. J. C. Carothers, E. E. Krapf 
and Charles Odier attended as guests. J. M. 
Tanner and Bärbel Inhelder, who served 
as editors, deserve credit for most satisfac- 
torily accomplishing the difficult task of 
editing a free-wheeling discussion in such a 
manner as to make it fascinating reading. 

In the_23 pages of the introduction to 
Volume 1 Dr. Fremont-Smith succeeds in 
getting each participant to give a brief auto- 
biographical sketch. This serves somewhat 
the same purpose for the reader that it 
must have served for the participants, and 
increases his sense of participation in the 
discussions as they unfold. The remainder 
of the first volume is devoted to eight dis- 
cussions. Brief comments about each may 
give the prospective reader some notion of 
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the flavor as well as of the contents of this 
interesting volume. 

In the first discussion J. M. Tanner pre- 
sents his ideas on the physical and physio- 
logical aspects of child development. This 
reviewer found his description of physical 
growth fairly adequate but too standardized. 
Toward the end of the discussion Margaret 
Mead expressed her surprise that he “did 
not say anything to us about the individual 
differences.” Considering how many excit- 
ing advances there have been in our knowl- 
edge in recent years I found myself disap- 
pointed by Tanner's inadequate covering of 
physiological aspects of growth. However, 
the discussions which follow contain much 
food for thought. The contributions of 
Conrad Lorenz and Frank FremontSmith 
were particularly thought-provoking. 

The second discussion was led by Marcel 
Monnier, who described his studies of the 
behavior of new-born anencephalics with 
various degrees of anencephaly. Although 
the account of these investigations is inter- 
esting their interpretation may be and was 
promptly challenged. I enjoyed particu- 
larly the discussions of Grey Walter and 
Jean Piaget. The comments of Lorenz on 
the overlapping of instinctive actions and 
activities were also helpful. 

Bärbel Inhelder started the third discus- 
sion with an account of Piaget’s concepts of 
the stages of development. Her illustra- 
tions, with sketches, of the child’s develop- 
ment of concepts of matter, of volume, of 
surface and of liquids, together with that of 
numerical correspondence and system of 
reference added greatly to the clarity of her 
presentation. In the discussion that fol- 
lowed stimulating questions were raised by 
almost every participant. Piaget then adds 
interesting comments of his own. In the 
second half of this discussion Lorenz pre- 
ipitates a fascinating discussion by ques- 
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power of abstraction or generalization and 
his particular ability to perceive compli- 
cated Gestalis. Inhelder, Piaget, Mead, 
Grey Walter, Carothers and Odier all join 
in a lively and entertaining exchange of 
ideas. 

In the fourth discussion Konrad Lorenz 
describes his investigations under. the title 
“Comparative Behaviorology.” This is a 
delightfully clear presentation of such con- 
cepts as innate behavior, innate releasing 
mechanism, imprinting, gradations between 
true imprinting and the more common types 
of learning, and the like. Following the 
showing of a film illustrating some of these 
activities there was again a lively discussion 
involving most of the members of the study 
group. For this reviewer one of the most 
interesting interchanges was that between 
Lorenz and Mead on the disintegration of 
the innate releasing mechanism in illness 
and in domestication, resulting in a sort of 
vulgarization of responses. 

Grey Walter takes over the fifth session 
with a discussion of electroencephalographic 
development of children. This impressed 
me as a rather mechanistic and overstand- 
ardized account. His linking of EEG char- 
acteristics with such psychological attributes 
as ductility, temper outbursts, versatility, 
stability, etc., while fascinating theoreti- 
cally seemed to lack adequate evidence. 
Questions were raised by nearly everyone 
present. The resulting discussion was lively 
but raised more questions than it answered. 

The sixth discussion was initiated by 
René Zazzo on the stages of psychological 
development of the child. He attempts to 
compare the “psychologies” of Wallon, 
Piaget and Gesell. I found this chapter 
none too clear. The paucity of subsequent 
discussion also makes it less interesting al- 
though Inhelder’s final summarizing of dif- 
ferences and similarities between Wallon 
and Piaget is worth reading. 
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John Bowlby leads the seventh discussion 
entitled “Psychoanalytic Instinct Theory.” 
His discussion of Freud’s concepts seems to” 
the reviewer rather confused. His attempt — 
at relating psychoanalysis and ethology is 
far from being adequate. His list of eight 
“propositions” of psychoanalysis seems not 
only trite but oversimplified. There fol- 
lows a discussion of Freud, Piaget and 
Lorenz by Odier which seems only slightly 
better. Failure to make any mention of the 
tremendous part played by the unconscious 
impresses me as a strange omission. In the 
general discussion which follows the com- 
ments by Krapf, Lorenz, Odier and Har 
greaves are certainly thought-provoking. 

At the eighth session the group was 
shown films by Margaret Mead and Lorenz | 
on a cross-cultural approach to child devel | 
opment problems. Mead discusses interest 
ingly the role of culture in patterning the 
growing individual. She also expresses her 
expectation that we will find a large num- | 
ber of innate individual differences in every 
society. As usual she has many challenging — 
statements and entertaining illustrations. A i 
good example of the former is “thumb- 
sucking is absent in every group when the | 
baby is fed by somebody within an hour of 
birth.” Kg: 

Konrad Lorenz's film was on the behavior 
of birds. There follows a long and stimu 
lating discussion roaming over a wide pir 
of concepts with nearly everyone n the 
study group participating. The liveliness 
of the discussion and the number of inter 
esting topics considered make this an apii 
propriate ending for Volume 1. 


to catch something of the atmosphere of o 
study group by describing briefly each 0 
the eight discussions. Dr. Fremont? H ‘ 
conducted the second meeting in much : 
same way. For the six discussion session 
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In reviewing the first volume, I attempted 


the Study Group members were joined by 
Dalbir Bindra, D. Buckle, Howard Liddell 
and John Whiting as guests. 

I found this second volume just as stimu- 
lating as the first. It is encouraging to see 
that investigators with such diverse ap- 
proaches to problems of human develop- 
ment are able to exchange ideas so profit- 
ably and so pleasantly. 

The report of the first presentation by 
Grey Walter together with the resulting dis- 
cussion covers 55 pages. The major share 
of the presentation consists of possible 
mechanical or electrical models illustrating 
the six ways in which psychobiological de- 
velopment is said.to occur. The models are 
fascinating, the interpretations and analo- 
gies less than completely convincing. In 
sharp contrast to this brilliant display of 
mechanistic explanations of human behav- 
ior is the second presentation by Dalbir 
Bindra. His description of dog and animal 
experiments in Hebb’s laboratory at McGill 
leads to lively expressions of differences of 
opinion in regard to both the experimental 
design and the conclusions. 

In the third discussion period Howard 
Liddell presents an account of his experi- 
mental studies of sheep and goats at Cornell 
University, This presentation and discus- 
sion cover 50 pages. The reviewer suspects 
this was less well edited than some of the 
other chapters. At any rate it is a little 
difficult to follow the thread through the 
maze of details to discover the implications 
concerning the production of neuroses. 
Again the following presentation by John 
Whiting is in sharp contrast. He intro- 
duces the notion of “learning without direct 
tuition” as being what is suggested by the 
“Freudian notion of identification and su- 
perego development.” From his cross-cul- 
tural studies Whiting then develops a meas- 
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ure of “patient-responsibility” and suggests 
from his data that the earlier one’s socializa- 
tion training the higher the degree of re- 
sponsibility for one’s own actions. In dis- 
cussing this and other factors related to 
patient-responsibility Whiting precipitates 
some of the liveliest and most stimulating 
discussion in the volume. 

The fifth discussion centered around the 
film called “A Two-Year-Old Goes to Hos- 
pital” shown by John Bowlby. So many 
people have seen this film that it probably 
does not need to be described here. Suffice 
it to say that there were sharp differences 
of opinion in the study group as to how 
much little Laura, the 2-year-old, was hurt. 
Discussions of “good” or “bad” mother, of 
the nature of stress, of the part played by 
intelligent level, self-control, etc., make 
interesting reading. 

The sixth and final discussion centered 
around a film shown by Konrad Lorenz de- 
picting behavior patterns in prematures, 
new-borns and some older infants up to one 
year of age. The observations are centered 
on the maturation of afferent control of 
spontaneous activity. Illustrations include 
breast-seeking as “oral prehensile reflex,” 
the grasping reflex, etc. Many useful dis- 
cussions followed the film presentation. In 
the latter half of this final discussion period 
Inhelder presented a fascinating description 
of learning experiments with children of 3 
to 5 years, 9 to 11 years, and 14 to 15 years 
of age. Piaget added an unusually clear 
summarizing statement. Another lively dis- 
cussion followed, involving all the partici- 
pants in the study group. Appropriately 
enough the final discussion was philosophic. 
It was precipitated by a question put to 
Piaget by Lorenz, “Are you an empiricist or 
a-priori-ist?” —ALFRED H. WASHBURN, M.D, 
University of Colorado School of Medicine. 
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Editorial 


There is a growing interest in the United 
States in the success abroad, especially in 
England, in maintaining unlocked wards in 
mental hospitals. This interest runs the 
range from enthusiastic approval to doubts 
and excuses as to why the idea cannot work 
here. 

There have been many visitors from the 
United States to these open-ward hospitals 
in England. Recently New York State sent 
a delegation of six mental hospital super- 
intendents to see the provisions for them- 
selves, and unofficial visitors have come from 
other states. 

Recently I also had this privilege. After 
general discussion with the superintendent 
of the hospital at Warlingham Park about 
his thinking on the matter of open hos- 
pitals, we were turned over to a patient 
shortly to be discharged, with instructions 
to him that we be taken anywhere we 
wished. Ward after quiet ward was visited, 
always with the same observation: There 
were no unpleasant odors. This is signifi- 
cant in view of the age of the hospital and 
the wooden floors with wide cracks between 
the floor boards. The patients were quiet 
and busy. One ward was found to be 
locked, but on opening it we found it was 
in good trim; no patients were there and we 
learned the ward was locked because pa- 
tients tended to wander back into it. 

The most disturbed male ward was set up 
with a habit-training program whereby pa- 
tients are emancipated from soiling and 
wetting to a point where they can partici- 
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pate in many hospital activities, although 
they may not have made much basic psy- 
chiatric improvement. On a ward of 51 
only about 10 had not been brought to this 
degree of improvement in behavior. Day- 
time sedation was practically non-existent 
and night sedation unusual. The destruc — 
tion of clothing had greatly reduced over a 
5-year period, dropping 50% in the replace- 
ment of pajamas and sheets. 

The wards were comfortably and attrac — 
tively furnished and showed no signs of 
damage or regimented sitting in rows. The 
occupational therapy department was a very 
busy place. A small pantry off to one side 
was used for preparing coffee or tea for the 
patients and many of the patients had cups 
of tea near them as they worked. 

The mental hospital at Warlingham Park 
serves Croydon, a city of about 250,000. 
Since the hospitals of England are dis- 
tricted, it gives practically all of the mental 
hospital service that is rendered to that 
community, its patient clientele being om 
parable to that found in our state hospitals 
and veterans hospitals combined. It cares 
for about 1,100 patients. So well accepted 
has the hospital become in its community 
after some 15 to 20 years of enlightened ad- 
ministration that 90% of its patients enter 
voluntarily. That the progress made k 
Warlingham Park is not the result of specia 
local advantages is evidenced by the fact 
that England has its share of unsavory hos- 
pitals comparable to many of our own— 
GEORGE S. STEVENSON, M.D. 


Notes and Comments 


MENTAL HEALTH WEEK 


Reports from state and local mental health 
associations indicate widespread participa- 
tion in the 9th annual observance of 
Mental Health Week April 28 to May 4. An 
upsurge of public concern over the problem 
of mental illness drew many thousands of 
citizens to rallies and special events. 

Publicity also set new records both for 
quality and quantity as television, radio, 
newspapers and magazines threw the full 
weight of their resources behind the Na- 
tional Association for Mental Health and 
the National Institute of Mental Health, 
which co-sponsored the observance. Old 
Washington hands said the bell-ringing 
ceremony at the U. S. Capitol which 
launched the week attracted greater news 
coverage than any recent event except presi- 
dential news conferences. Newsreel, wire 
service and TV cameras recorded the scene 
on the Capitol steps as Vice-President Rich- 
ard M. Nixon and Sen. George A. Smathers 
of Florida rang the historic Mental Health 
Bell. Their action set other bells ringing 
across the country as a signal to thousands 
of volunteer Mental Health Bell-Ringers to 
begin the annual campaign for members 
and funds for the National Association for 
Mental Health. 

The bells sounded a new note of hope for 
750,000 hospitalized mental patients as the 
nation rallied for action on their behalf. 
Hope was also the keynote of the Mental 
Health Weck slogan: The Mentally Il Can 
Come Back—Help Them! 

Senator Smathers was chief sponsor in the 
U. S. Senate of a joint resolution calling on 
President Eisenhower to proclaim Mental 
Health Week. Rep. Dante B. Fascell of 
Florida co-sponsored the resolution in the 
House. The President signed the proclama- 
tion April 20 in Augusta, Ga. 


Besides the National Institute of Mental 
Health, other federal agencies joined in the 
observance—plus state and territorial men- 
tal health departments, state and Veterans 
Administration hospitals and community 
mental health clinics. Backing up the 550 
state and local mental health associations 
were affiliates of other major national or- 
ganizations, including the U. S. Junior 
Chamber of Commerce, American Women’s 
Voluntary Services, National Council of 
Catholic Women, American Legion Aux- 
iliary, American Nurses’ Association, Civi- 
tan International, Boys’ Clubs of America, 
National Federation of Business and Profes- 
sional Women’s Clubs and National Catho- 
lic Community Service. 


PSYCHIATRY AND THE LAW 


The most effective time for psychiatrists to 
aid in the determination of justice for a 
mentally ill defendant is in the pre- and 
post-trial period, Dr. Philip Q. Roche, 
Philadelphia psychiatrist, said recently at 
the University of Michigan. 

Delivering the last of a series of three 
Isaac Ray lectures sponsored by the Ameri- 
can Psychiatric Association, Dr. Roche said 
psychiatrists should not be asked in court 
whether or not a crime committed by a per- 
son who is mentally ill resulted directly from 
his illness. In his opinion, psychiatrists do 
not belong in the courtroom except as re- 
source persons ready to give scientific facts 
on request. 

“A psychiatrist is not qualified to answer 
questions leading to moral judgments. 
That is a job for the jury,” he asserted. 

Psychiatrists, he pointed out, learn to 
think of a person’s unconscious motivations. 
Lawyers, on the other hand, concentrate on 
clues, evidence, confessions and other fac- 
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tors. The differences in thinking and ex- 
pression of the two professions can become 
particularly acute in the courtroom, Dr. 
Roche asserted. But this need not mean 
they cannot help each other outside, He 
said some of the conflict in methods and 
thinking between psychiatrists and lawyers 
might be modified in the universities by 
closer collaboration between medical stu- 
dents and law students, together with stu- 
dents in the other social disciplines. 

The Isaac Ray lectures, held once a year 
at an outstanding university with both law 
and medical schools, bear the name of the 
first psychiatrist to establish the relation- 
ship between Psychiatry and the law. Dr. 
Ray was also a founder of the American 
Psychiatric Association, 


RESEARCH 


A study by statisticians of the Metropolitan 
Life Insurance Company indicates that a 
considerable Proportion of those policy- 
holders who have suffered mental disorders 
severe enough to cause disability ultimately 
recover and are able to resume and main- 
tain a “fairly normal level of activity.” The 
study also indicates that the rate of recur- 
rence of the disorders js relatively low and 
decreases as time goes on. The record of 
survivorship following recovery from disa- 
bility is described as “comparatively favor- 
able.” The report points out that new and 
improved types of treatment of mental dis- 
ease have been developed since the period 
covered in the study and that “the outlook 
for recovery and rehabilitation from mental 
disease has never been so favorable,” 


Interviewers began May 6 to visit selected 
households throughout the nation to ob- 
tain information for a national health sur- 
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vey approved by the last session of Congress, 
They are asking questions about illness in 
the family, about accidents and injuries, 
disability, hospitalization, and medical and 
dental care. ; 

The household interviewing—being done 
for the U. S. Public Health Service by the 
Bureau of the Census—will be carried on 
continuously, Each month a different 
group of 3,000 households will be visited. 
As the data accumulate they will begin to 
show health conditions throughout the 


country, 
eh we 


University of Texas educational psycholo- 
gists have launched a 2-year study to deter- 


‘mine whether it is feasible for the public 


Schools to include a program for mentally 
defective children, 


CARE AND TREATMENT 


Pennsylvania Opened its first Children’s 
Evaluation Center March 15 at the Phila- 
delphia General Hospital. The center, a 
mental hygiene diagnostic clinic, provides 
Outpatient facilities for children and ado- 
lescents requiring study and treatment. 

Problems to be studied at the clinic in- 
clude, among others, those associated with 
mental retardation, emotional instability 
and certain aspects of delinquency. Facili- 
ties will be available to handle a small 
number of resident patients. The center is 
Staffed by Psychiatrists, psychologists and 
social workers of the Eastern Pennsylvania 
Psychiatric Institute. 


Canada is establishing its first research 
center for mentally ill children in an On- 
tario hospital that once cared for conva- 
lescing polio victims—now few because of 
the dominion’s Salk vaccination program. 
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LENORE KORKES, Pu.D. 


Physicians’ attitudes 


toward the mental health problem 


A survey of information, opinions and atti- 
tudes about mental illness of doctors cur- 
rently practicing in New Jersey was under- 
taken for the department of research in 
neurology and psychiatry of the New Jersey 
Department of Institutions and Agencies.* 
The pre-testing of items, field work and 
tabulation of findings were executed by 
Audience Research, Inc., of Princeton, of 
which George Gallup, Ph.D., is director. 
The present report is the result of a 
statistical evaluation of the data. All re- 
sponses have been cross-tabulated with the 
following sociological variables: age, num- 
ber of years in practice, rural versus urban 
county residence, type of practice (general 
or specialized) and religious preference. 
Chi-square tests have been performed 
and all the findings presented below related 
to these five variables have satisfied at least 
the .05 probability Jevel unless it is other- 
wise indicated. 


There were too few cases of female or 


colored doctors in the sample to permit of 
any evaluation of the variables of sex and 


color. 


SELECTION OF RESPONDENTS 


‘The names of the doctors interviewed were 
selected from lists of doctors (excluding 
those who specialize in the care OF treat- 


Dr. Korkes is in the department of research in 
neurology and psychiatry of the New Jersey Depart- 
ment of Institutions and Agencies. 


1The questionnaire was constructed by Dr. Robert 
C. Myers, chief of community mental health serv- 
ices in the Department of Institutions and Agencies. 
Dr. Myers incorporated into his design suggestions 
made by Dr. Kenneth E. Appel, president of the 
Joint Commission on Mental Illness and Mental 
Health, and Dr. Maurice G. Kott, chief psychologist 
in the Department of Institutions and Agencies. 
The survey was sponsored and financed by the de- 
artment of research in neurology and psychiatry, 
of which Dr. Nolan D. C. Lewis, is director. 
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ment of mental illness) who practice in the 
six counties in which a previous survey of 
the general public was conducted. Three 
of these counties—Essex, Hudson and 
Mercer—are largely urban and the other 
three—Hunterdon, Salem and Warren— 
are largely rural. Interviews were obtained 
with about half the doctors listed in the 
three rural counties. In each of the urban 
counties the number of interviews obtained 
was based on the proportion of the number 
of doctors in that county to the total num- 
ber of doctors in the three urban counties. 
The names of the doctors to be interviewed 
were selected at random from an alphabet- 
ized list of doctors in each county in such 
a manner that those selected for interview- 
ing should be representative of all doctors 
in the county. Psychiatrists and neuropsy- 
chiatrists were excluded from the sample, 

Prior to the interview each doctor was 
sent a letter signed by Dr. Gallup explain- 
ing the nature and purpose of the survey, 
After a suitable period of time, Audience 
Research’s field interviewers telephoned the 
doctor’s office to arrange a convenient time 
for the interview. A large majority of the 
doctors were most cooperative both in 
granting interviews and answering the ques- 
tions fully. 

The field work took place during Octo. 
ber and November 1954 


SAMPLE 


A total of 405 doctors participated in the 
study. 


2In the tabulations, Audience Research, Inc., 
grouped the Jewish and all other non-Protestant 
and non-Catholic respondents into one category: 
“all other.” Since the Jewish group was 91% of 
this “all other” category any differentiating atti- 
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YEARS IN PRACTICE 


9% less than 5 years 

14%, from 5 to less than 10 years 
15% from 10 to less than 15 years 
62% 15 years or more 


TYPE OF PRACTICE 
49% general practice 
51% specialized practice 
AGE 


25%, from 21 to 39 years old 
40% from 40 to 49 years old 
35% 50 and over 


RELIGIOUS PREFERENCE 2 


37% Protestant 
28%, Catholic 
32% Jewish 

8% not classified 


SEX 


97% male 
3%, female 


COLOR 


97%, white 
8%, colored 


COUNTY OF RESIDENCE 


87%, urban 
18%, rural 


GENERAL INFORMATION 
AND OPINIONS 


Over three-quarters of all the doctors in- 
cluded in the present survey did not know 
how many patients there are in state mental 


hospitals; 52% were unable to venture an 
estimate; 25% considerably under-estimated 
the number. Only 23% of the total were 
approximately accurate (i.e, answered 
17,000 or over). 

The majority (63%) also could not guess 
even approximately how much money is 
spent yearly by the state for the care of 
mental patients. Most of those who did 
offer an estimate markedly under-estimated 
the cost to the state. 

Only 38% could correctly identify the 
department responsible for running the 
state mental hospitals. Knowledge of the 
correct agency was related to age. We found 
that only 29% of those under 40 years of 
age and 42% of those 40 and over correctly 
named the Department of Institutions and 
Agencies. 

The majority of the doctors did not 
know anything about the programs of 
either the Menlo Park Diagnostic Center 
or the New Jersey Neuro-Psychiatric 
Institute. 

Only 22% were able to provide any in- 
formation about the program at Menlo 
Park. Doctors in practice for 15 years or 
more, and more particularly those over 50, 
were less likely to be familiar with the 
services provided. Twenty-nine percent of 
those in practice less than 15 years and 
only 17% of those in practice longer than 
that could give any information. When we 
break down the sample into three age- 
groups we find that 25% of those under 40 
and 29% of those 40 to 49 but only 11% 
of those over 50 know anything about the 
program. 

Over one-half of the responding doctors 
said they had not heard about the reorgan- 
ization of the State Village for Epileptics 
at Skillman into the New Jersey Neuro- 
Psychiatric Institute. The majority of those 
who said they had heard about the reorgan- 
ization were not able to provide any further 
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information with regard to the nature of 
the change. 


KNOWLEDGE AND OPINIONS 
ABOUT RESOURCES 


Sixty-seven percent of the total reported 
that there are facilities in general hospitals 
nearby to which patients in need of psy- 
chiatric care can be referred. The vast 
majority of those who stated there are no 
such facilities in their locality would like 
to see them made available. 

Sixty-nine percent reported that they 
know of a mental hygiene clinic in their 
community to which they could refer pa- 
tients, Doctors residing in urban counties 
are more likely to report the availability 
of such clinics (73%) than are those in 
rural counties (40%). Further, specialists 
are more likely to report knowledge of 
such facilities (75%) than are those en- 
gaged in general practice (62%). However, 
this latter finding may be related in part 
to the rural-urban factor, since 79% of 
the doctors residing in rural counties are 
general practitioners and only 44% of those 
in urban counties are in general practice. 

One-half of all those who said they know 
of a mental hygiene clinic in their locality 
were not able to venture any information 
about the number of days per week in 
which clinic service is provided. Forty-two 
percent of the group who know of a clinic 
service feel that patients can be seen very 
or fairly quickly. Twenty-nine percent 
stated there is a long waiting list; 297% did 
not know how long a patient would have 
to wait. 

Doctors who said they know of a local 
mental hygiene clinic were asked their 
opinion of the service. ‘Thirty-two percent 
hold a completely favorable opinion of the 
local clinic. Thirty-four percent have some 
qualification in their opinion, for the most 
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part in terms of a quantitative factor (i.e. 
shortage of staff, long waiting list, too little 
service time available). Only 5% have an 
unfavorable opinion of the local clinic 
facility. The remaining 28% responded 
that they did not know enough about it 
to voice an opinion. We found that the 
older doctors were more likely to offer an 
unreservedly favorable opinion and the 
younger physicians were more likely to 
have some criticism to offer. Only 18% 
of those under 39 years but 32% of those 
in the 40 to 49 age-range and 41% of those 
50 years of age and older offered an un- 
qualified favorable opinion. Significant 
differences were also noted in the closely 
related variable of years in practice, The 
findings are summarized in the table. 

All physicians who reported knowledge of 
a local mental hygiene clinic were also 
asked, “How would you say it could be 
improved?” ‘Thirty-seven percent replied 
in terms of increasing the quantity of serv- 
ices (including more financing); 8% an- 
swered in terms of increasing the quality 


referral agencies need to be better informed 
about the use of the clinic; 6% gave other 
suggestions including more emphasis on 
treatment in addition to diagnosis. Fully 
42% of all those asked this question 
could offer no suggestions for improv- 
ing the clinic service. Older doctors were 
more likely to fall into this last cate- 
gory. We found that only 30% of those 
under 40 but 39% of those from 40 to 49 
years and 55% of those 50 years of age and 
older did not offer suggestions for im- 
proving the local mental hygiene service. 

All doctors were later asked the general 
question, “How would you say psychiatry 
and psychiatrists could be improved and 
made of more service to you and your pa- 
tients?” The answer most frequently given 
was in terms of increasing the quantity of 
service available with particular emphasis 
upon lowered costs. Forty-five percent of 
the total answered this question by saying 
that more psychiatric service, including 
clinics, need to be made available at less 
cost to patients or that ways should be 


of available services; 7% said they thought found to shorten the treatment time. 
Physicians’ opinions of local mental hygiene clinic services, 
classified by the physicians’ ages and years in practice 
vo eal as UEP AED AA PE IE ee 5 Re A 
UNQUALIFIED QUALIFIED UNQUALIFIED NO OPINION 
FAVORABLE OPINION OPINION UNFAVORABLE OPINION DON’T KNOW 
(percent) (percent) (percent) (percent) 
AGE 
21-39 years 18 42 8 32 
40-49 years 82 38 6 24 
50 years and older 41 23 8 33 
YEARS IN PRACTICE 
0-15 years 23 89 6 32 
15 years or more 87 31 5 27 


Å— 


* Based only on those who reported they know of such a service. N = 288, 
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Younger physicians were more likely to 
emphasize this factor: 51% of those under 
50 but only 37% of those over 50 years of 
age gave this kind of response. The re- 
ligious preference is also correlated with 
the frequency of this answer. Only 36% 
of the Protestants but 42% of the Catholics 
and 60% of the “all other” group (91% of 
the latter are of the Jewish faith) referred 
to the need for more service at less cost. 

Twenty-one percent of the total felt that 
psychiatric service could be improved by 
having more psychiatrists available (with- 
out reference to lowered costs); 9% felt that 
more diagnostic facilities and clinics are 
needed; 8% felt that there is a need to 
increase the education of the public to 
eliminate prejudice about going to a psy- 
chiatrist; 7% mentioned the need for more 
cooperation between psychiatrists and gen- 
eral practitioners. 

Eleven percent of the total sample could 
not offer a suggestion for improving psy- 
chiatric service to themselves and their pa- 
tients. Doctors who were specialists were 
somewhat more likely to answer “don’t 
know” to this question (15%) than were 
general practitioners (6.5%). Also doctors 
over 50 years of age were more likely to 
have no suggestion (17%) than those in 
the 40 to 49 year group (8%) or the under- 
40 group (7%)- 

When asked directly, “Would you like 
to see more psychiatric facilities or clinics 
made available in your community?” 717% 
of the total sample responded yes. Twenty- 
two percent said no and the remaining 7% 
said they did not know whether or not 
they would. Younger physicians were more 
likely than older doctors to answer this 
question in the affirmative. Seventy-nine 
percent of those under 40 years of age, 
73%, of those from 40 to 49 years and only 
62%, of those 50 years of age and older 
said they would like to see more psychiatric 
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facilities in their community. General 
practitioners were somewhat more likely 
to say they definitely would like to see 
more of such facilities (76%) than were 
medical specialists (67%). We may also 
note that of all the religious groups Protes- 
tants were less likely to answer in the 
affirmative (59%) than Catholics (77%) or 
“all other” (78%). The most frequently 
given reasons for wanting more facilities 
were that more psychiatric help is needed 
to cope with the existing problems (36%) 
and/or that more clinic service is needed 
for those unable to pay regular psychiatric 
fees (29%). 

Sixty-seven percent of the total reported 
that there are facilities in one or more 
general hospitals nearby to which patients 
in need of psychiatric care might be re- 
ferred. Twenty-eight percent reported 
there are no such facilities; over three- 
fourths of these would like to see them 
made available. Five percent of the total 
said they did not know whether or not 
there were any psychiatric facilities in gen- 
eral hospitals nearby. 

The majority of the doctors included in 
this survey (58%) answered no to the ques- 
tion, “In general, do you think New Jer- 
sey’s state mental hospitals are able to 
handle the job that needs to be done for 
the mentally ill?” Only one-fourth felt 
that the state mental hospitals are adequate 
for the task; 17% could not answer this 
question. Again we found evidence of a 
more critical attitude among younger 
doctors. Sixty-seven percent of those under 
40 years of age, 61% of those in the 40 to 
49 year range but only 46% of the physi- 
cians 50 years old or more felt that the 
state hospitals at present are not able to 
deal with the problem of the mentally ill 
in an adequate manner. We also found 
a similar result when we compared the 
closely related variable of numbers of years 
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in practice: 67% of the doctors in practice 
less than 15 years but only 52% of those 
in practice more than 15 years answered 
no to this question. Finally we may note 
that the incidence of the “don’t know” 
response increased with age in this ques- 
tion as well as many others, 


ATTITUDES TOWARD 
THE PSYCHIATRIC PROFESSION 


All doctors were presented with the follow- 
ing list and asked, “Frankly, Doctor, which 
of these statements best reflects your own 
personal feelings about psychiatry as a 
medical specialty?” 


STATEMENT PERCENT AGREEING 
It’s a great deal of help 59 
It’s of some help 38 
It’s a racket 1 
It's mostly nonsense 1 
It’s an unnecessary refinement -05 
Refused to answer 1 


As may be noted, 59% agreed with the 
Statement that psychiatry as a medical spe- 
cialty is a great deal of help. We find that 
specialists as a group were somewhat more 
likely to have this strong positive attitude 
toward psychiatry (63%) than were general 
practitioners (54%). 

Respondents were further asked why 
they feel the way they do about psychiatry, 
Fifty percent said they believed it to be a 
necessary specialty for all types of mental 
disorder. Twenty-six percent said they felt 
it a useful specialty for some mental dis- 
orders. Among the negative attitudes most 
frequently mentioned were that the useful- 
ness of psychiatry is limited by the long- 
term nature of the treatment and/or its 
expensiveness (7%) and that the training, 
competence, integrity or personality of 
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some individuals practicing psychiatry is 
questionable (6% of the total). 

Ninety-four percent of the total sample 
said that they know one or more psychi- 
atrists personally. All of those who re- 
ported that they do were also asked, “Are 
they pretty able men as compared with 
other specialists you know?” Over four- 
fifths held unqualified positive opinions of 
the psychiatrists they know. Only 4% had 
an unqualified negative opinion of the psy- 
chiatrists they know. The remainder had 
reservations in their responses—¢.g., some 
are able, some are not (6%); the techniques 
of the profession itself are inexact (2%); 
personality characteristics of known psychi- 
atrists undesirable (2%). 


INTEREST IN PSYCHIATRY 


All doctors were asked, “Do you have a 
chance to do any reading about psychiatry? 
About how much would you say—quite a 
bit, a little, or almost none?” Only 18% 
replied they do quite a bit of reading about 
psychiatric matters. Fifty-two percent said 
they do a little, while 80% said they do 
almost none or none. Responses to this 
question are related to age; the data are 
summarized below: 


Amount of reading done by physicians 
about psychiatry 


ALMOST 
QUITE NONE 

ABIT ALITTLE OR NONE 

AGE (percent) (percent) (percent) 

oe = SBOE DOE ile EES a ie e 
21-89 years 17 63 20 
40-49 years 19 50 31 
50 years and older 18 44 38 


ť—_— mmm 
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We may note that older doctors reported 
more frequently than did younger physi- 
cians that they do no or almost no reading 
about psychiatry. 

There are some trends which just fail 
to reach our accepted significance level of 
.05 which might be noted here. Specialists 
more often than general practitioners re- 
ported they do no or almost no reading in 
psychiatry (35% vs. 25%). Also, doctors 
in urban counties more often reported they 
do quite a bit of reading (20%) than did 
rural physicians (8%). 

As a further measure of interest in psy- 
chiatry, the question “Would you like, for 
your own information, a down-to-earth 
popular pamphlet on psychiatry?” was 
asked. Sixty-eight percent of the total 
sample replied that they would; 7% said 
maybe and one-fourth said they would not 
want such a pamphlet. Doctors engaged 
in general practice were more likely to say 
they would like such a pamphlet (78%) 
than were medical specialists (57%). Also, 
we found that fewer Protestants said they 
would like such a pamphlet than did per- 
sons with other religious preferences. Thus, 
60% of the Protestants, 71% of the “all 
other group” (91% of whom were Jewish) 
and 76% of the Catholics said they would 
like this kind of “popular” pamphlet. 

Forty percent of the total said they would 
definitely attend an extension seminar in 
psychiatry if one were offered nearby, An- 
other 14% said maybe they would and 46% 
said they probably would not attend such 
a seminar. Younger doctors and also those 
engaged in general practice were more 
likely than were older doctors and those 
practicing a specialty to say that they would 
attend such a seminar. The responses to 
the question “If an extension seminar in 
psychiatry were offered nearby, would you 
attend if you could?” are summarized 


in column 2: 
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Percentage of physicians who would 
attend an extension seminar in 
psychiatry if one were offered nearby, 
classified by the physicians’ age 

and type of practice 


YES, 
DEFI- PROB- 
NITELY MAYBE ABLY NOT 


(percent) (percent) (percent) 


AGE 
21-39 years 47 14 39 
40-49 years 42 16 42 
50 years and older 32 12 56 
TYPE OF PRACTICE 
General 51 15 34 
Specialized 29 15 56 


ET 


All doctors were also asked, “Would you 
like to see more psychiatrists on county 
medical society programs?” Forty-one per- 
cent said yes they would, but 37% said 
they would not want to see more psychi- 
atrists on such programs. The remaining 
respondents either said it would depend 
on which psychiatrists were on the pro- 
grams (10%) or were uncertain (12%). 
Comparing those who gave an unqualified 
affirmative answer with all others, we found 
that age was once again a pertinent variable 
in the response. While only 317% of those 
50 and over said they definitely would like 
to have more psychiatrists on county medi- 
cal society programs, 49% of those in the 
age-range 40 to 49, and 44% of those under 
40 years of age so reported. We also found 
a difference in the variable of religious 
preference. Only 30% of the Protestants, 
44% of the predominantly Jewish all 
other” group, and 53% of the Catholic phy- 
sicians said they would like to see more 
psychiatrists included in such programs. 
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EXPERIENCE WITH 
PSYCHIATRIC ILLNESS 


Several questions in this survey elicited in- 
formation about the amount of experience 
a doctor had had in dealing with psychi- 
atric illness. 

Only 6% of the total sample reported 
that their practice is connected in some 
way with a public or private mental hos- 
pital or sanitarium. 

Sixty-five percent of the total group re- 
ported that they had visited one of New 
Jersey's mental hospitals. The reason most 
frequent given for visiting was that the 
doctor wished to learn about the condition 
of a particular patient, but not, however, 
to treat the patient professionally (men- 
tioned by 22% of all those who had visited 
a mental hospital). Only 9% of the doctors 
who had visited went in a professional 
capacity, to treat or give treatment advice 
about a patient. 

Older doctors, and also doctors residing 
in urban counties, were most likely to have 
visited a mental hospital. One-half of 
those in practice for less than 15 years 
but 73% of those in practice for a longer 
period had visited one or more mental 
hospitals. We found that only 42% of 
doctors in rural counties as against 68%, 
of those in urban counties had visited one 
or more of New Jersey’s mental institutions. 

We may note that the majority of those 
who had visited one of the mental hospitals 
had done so more than three years before 
the interview. Only 26% of the total 
sample (and 39% of those who said they 
had been to such institutions) had had this 
experience within the three years immedi- 
ately preceding the survey. Twenty-eight 
percent of those who had visited reported 
this occurred from three to ten years before, 
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and 34% said their last visit was over ten 
years before, or they did not know exactly 
when it took place. Although we have just 
noted that older doctors were more likely 
to have visited at all than were younger 
ones, we found that the younger doctors 
were more likely to have visited during 
the three years immediately preceding the 
survey. Thus, whether we examined the 
age-distribution or the number of years in 
practice, we found a steadily decreasing 
percentage of those who had had relatively 
recent contact with a mental hospital. 
Taking as a base only those respondents 
who had visited, we found that 53% of 
those in practice from zero to 14 years, but 
only 33% of those in practice for 15 years 
or more had for one reason or another 
visited a mental hospital within the three 
years immediately preceding the interview. 

Another measure of experience with 
psychiatric illness was to be found in the 
doctor’s involvement in commitment pro- 
cedures. Seventy-eight percent of the total 
had been involved in committing patients 
to mental hospitals. We found that only 
6% of those in rural counties but 22% of 
those in urban areas had never been in- 
volved in commitments to psychiatric hos- 
pitals. Younger doctors were less likely to 
have been involved in commitments: 29% 
of those under 89, 21% of those from 40 to 
49, and only 16% of those 50 and over 
reported they had never participated in a 
commitment procedure. This last finding 
may be a somewhat simple function of 
time and experience. 

Doctors were also asked, “In committing 
patients to mental hospitals, do you some 
times use a psychiatrist as the other com- 
mitting physician? How much of the 
time?” Forty-four percent of the total said 
they always did so. Only 10% of the doc- 


tors in rural counties but 42% of those in 
urban counties said they always used a 
psychiatrist in commitments. Twelve per- 
cent of the total said they usually used a 
psychiatrist in such procedures; 11% said 
they only occasionally did; 12% said they 
never did so. 

To obtain a general assessment of the 
frequency with which doctors refer patients 
for psychiatric care, all respondents were 
asked, “In your practice, have you found it 
useful to refer patients to a psychiatrist? 
About how often would you say?” Four 
alternatives were provided. Sixteen per- 
cent said they often referred patients to a 
psychiatrist; 67% reported they occasion- 
ally referred patients; 12% said they almost 
never made such referrals; 5% said they 
never did so. Medical specialists (24%) 
were somewhat more likely than were gen- 
eral practitioners (11%) to report that they 
never or almost never found it useful to 
refer patients to a psychiatrist. 

To obtain some measure of personal ex- 
perience with mental disorder, this ques- 
tion was asked: “Has any member of your 
family ever suffered from nervous or men- 
tal illness?” ‘Twenty-four percent of the 
total replied yes. These doctors were also 
queried as to whether or not the patient 
recovered. The majority reported that the 
ill family member did indeed recover. Nine 
percent of the total sample (and 39% of 
those reporting such an illness in the 
family) said, however, that the family mem- 
ber had not recovered from the mental 
illness. 


PERCEPTION OF THE EXTENT 
OF PSYCHIATRIC PROBLEMS 
IN OWN PRACTICE 


A number of questions were posed which 
either directly or indirectly offered data 
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about the doctors’ perceptions of the extent 
of psychological disturbance encountered 
within their own practices. One such 
question was: “About what percentage of 
your patients would you guess could bene- 
fit from the services of a psychiatrist?” The 
modal answer, given by 58% of the total, 
was from 1% to less than 10%. Only 3% 
replied that no one of their patients could 
use psychiatric help. Fully one-fifth said 
that from 10% to 29% of their patients 
would benefit from such help. Six percent 
were unable to give any answer to this 
query. The responses were related to age 
and number of years in practice, and also 
to religious preference. The data are 
summarized below: 


Physicians’ estimates of percentage 
of patients who could benefit 
from psychiatric services, 
classified by the physicians’ ages, 
years in practice and religious 


preference 
see 
UNDER 50% oR 
10% 10%-49% MORE 
AGE 
21-29 years 52 35 13 
30-49 years 65 26 9 
50 years and older 76 15 9 
YEARS IN PRACTICE 
0-14 years 56 33 il 
15 years or more 71 19 10 
RELIGIOUS PREFERENCE 
Protestant 74 20 6 
Catholic 66 23 11 
All other 
(91% Jewish) 56 31 13 
Total 65 25 10 


* Excludes those who replied “don’t know.” 
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Thus we note that younger doctors were 
more likely to perceive a higher frequency 
of psychiatric disturbance among their pa- 
tients than were older doctors. Further 
more, Jewish respondents were most likely 
to report a relatively high incidence of 
emotional or mental disorder among their 
patients than were other respondents. 
Catholic doctors were somewhat less likely 
to, and Protestant physicians were least 
likely to note such disorder in more than 
10% of their patients. 

The following closely related question 
was also asked, “About what percentage 
of your patients would you say suffer 
from a neurosis of any kind—even though 
they may be suffering from something else 
as well?” This question seemed to evoke 
judgments of emotional disturbance which, 
although subsumed under the concept of 
“neurosis,” may not seem severe enough to 
indicate the need for psychiatric referral. 
This inference was made because the doc- 
tors interviewed reported a higher per- 
centage of patients with neuroses than of 
patients “who could benefit from the serv- 
ices of a psychiatrist.” Just what criteria 
were used by the respondents in making 
this apparent distinction between “neurot- 
ics’ and “persons who could benefit from 
psychiatric care” are not known from the 
data but would certainly be of interest. 

We found less than 1% of the total said 
that none of their patients had a neurosis, 
Seventeen percent said from 1% to 9% of 
their patients had a neurosis. ‘Thirty per- 
cent said that from 10% to 29% of their 
patients were suffering from a neurosis. 
The majority reported that 30% or more 
of their patients were neurotic. Almost a 
third of the total stated that over one-half 
of their patients had a neurosis. 

Perceptions of the extent of neuroses 
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among their patients were related to age, 
number of years in practice, and the type 
of practice in which the doctors were en- 
gaged. Again we found that younger physi- 
cians were more likely than were older 
doctors to perceive a relatively high inci- 
dence of neurosis among their patients. 
Excluding the 7% who could not or did not 
answer this question, we found that 89% 
of those in the 21 to 39 year range, 85% 
of those from 40 to 49 years, but only 71% 
of those 50 years of age or older noted that 
10% or more of their patients “suffer from 
a neurosis of any kind.” We also found 
that general practitioners were somewhat 
more likely to note neuroses among their 
patients than were medical specialists: 
86% of those in general practice, 76% of 
the specialists, reported that 10% or more 
of their patients suffered from a neurosis. 

A third measure was employed to gauge 
further the extent of psychological disorder 
as estimated by doctors in their practice: 
“Do you see much psychosomatic disease? 
How much?” Three alternative responses 
were given: a good deal, some, and not 
much. Unfortunately, we cannot know just 
how each respondent interpreted these cate- 
gories. Thus “a good deal” might have 
meant quite different percentages of pa- 
tients to different doctors. Keeping in 
mind this limitation on the usefulness of 
the data, we may note that 45% of the 
total sample reported they saw a good deal 
of psychosomatic disease, and another 32% 
said they met up with some psychosomatic 
disease. Only 23% reported they did not 
see much of such disorders among their 
patients. Responses to this question varied 
significantly with each of the five major 
background variables included in the an- 
alysis, The table below summarizes these 
data: 


Physicians’ estimate of amount of 
psychosomatic disease seen, 
classified by the physicians’ ages, 
years in practice, type of practice, 
type of county of residence 

and religious preference 


A GOOD 
DEAL SOME MUCH 
(percent) (percent) (percent) 


AGE 
21-89 years 49 38 13 
40-49 years 48 30 22 
50 years and older 41 29 30 
YEARS IN PRACTICE 
0-14 years 46 39 15 
15 years or more 45 27 28 
TYPE OF PRACTICE 
General 54 28 18 
Specialized 38 35 27 
TYPE OF COUNTY OF RESIDENCE 
Rural 60 13 27 
Urban ~ 43 34 22 
RELIGIOUS PREFERENCE 
Protestant 38 34 28 
Catholic 4l 34 25 
All other 5% 
(01% Jewish) 56 28 16 
Total 45 32 23 


Bi es NASER E E 


We may note that younger doctors, gen- 
eral practitioners and rural physicians were 
most likely to see “a good deal” of psy- 
chosomatic disease among their patients. 
Also, Jewish physicians were more likely to 
note “a good deal” of such disease than 
were doctors with other religious persua- 
sions. 

Two other questions in this survey may 
perhaps be regarded as crude indices of 
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psychological disorder among the patients 
of the doctors in the sample, They both 
deal with the relationship between present- 
ing complaints and the presence of ade- 
quate physiological cause. One of these 
questions was, “About what percentage of 
people that you have recently seen as 
patients seem to have complaints for which 
you are unable to ‘find adequate cause?” 
Only 7% said none, 37% said from 1% 
to 9%, 81% said from 10% to 29%, 9% 
said from 30% to 49%, 9% said 50% or 
more and 7% said they did not know. 
Younger doctors were much more likely 
to report a relatively high percentage of 
cases for which they found no adequate 
cause. The data are summarized as follows: 


Physicians’ estimate of percentage of 
patients with complaints for which 
doctor can find no adequate cause, 
classified by the age of the physicians * 
Se ee 


1%- 10%- 30% 
NONE 9% 29% OR MORE 


AGE 
21-39 years 8 30 37 25 
40-49 years 6 36 40 18 
50 years 
and older 10 51 23 16 
Total 8 39 33 20 


* Excludes those who replied “don’t know.” 


‘Almost the reverse form of the above 
question was also asked, “About what per- 
centage of your patients do you feel have 
definite organic or physiological pathol- 
ogy?” Twenty-eight percent of the total 
replied that less than 70% of their patients 
could be so described. Sixty percent said 
that over 70% of their patients presented 
definite organic pathology, and 12% said 
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they did not know. Doctors over 50 years 
of age were more likely to say they didn’t 
know (20%) than were those under 50 
(9%). Specialists were somewhat more 
likely to note a high incidence of definite 
pathology (74% of all giving a definite 
estimate said that over 70% of their pa- 
tients may be so described) than were 
general practitioners (61%). 


OPINION OF OWN COMPETENCE 
IN HANDLING 
PSYCHIATRIC DISORDERS 


The vast majority of the physicians in this 
survey (88%) said that they felt able to 
make a differential diagnosis between psy- 
choses and neuroses, Seventy-six percent of 
the total gave an unqualified affirmative 
answer to the question “Do you feel you 
are able to distinguish between psychoses 
and neuroses?” General practitioners were 
somewhat more likely to feel they are able 
to make such a differential diagnosis (94%) 
than were specialists (84%). Also, of the 
three religious groups, Protestants felt 
somewhat less able (82%) to make such 
differential diagnoses than did Catholic 
(93%) or “all other” (94%) respondents, 

All doctors who replied yes to the above 
query were then asked, “In general, do 
you feel able to treat a neurosis?” Fifty- 
seven percent of the total sample (and 65% 
of all those who said they could distinguish 
between neuroses and psychoses) said yes, 
they did feel able to treat neurosis. Only 
12% of the total flatly said no. The re- 
mainder gave various qualified responses. 
Opinions of their own competence were 
related to age, number of years in practice 
and type of practice. The table in column 
2 sums up the data. 

It may be seen that older doctors were 
more likely to feel that they were able to 
treat a neurosis, and that younger doctors 
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Physicians’ estimate of own ability 

to treat a neurosis, 

classified by the physicians’ age, 

years in practice and type of practice * 


a 


YES NO OTHER 


(percent) (percent) ( percent) 


AGE 
21-39 years 6l 9 30 
40-49 years 61 17 22 
50 years and older 72 15 13 
YEARS IN PRACTICE 
0-14 years 59 12 29 
15 years or more 68 15 16 


TYPE OF PRACTICE 


General 72 7 21 
Specialized 57 21 22 
Total 65 14° 21 


* Based only on those who said they felt able to 
distinguish between 
N = 355. 


psychoses and neuroses. 


were more likely to have some qualified 
opinion of their own competence to do so. 
Furthermore, general practitioners were 
more likely to believe that they were able 
to treat such a disorder than were medical 
specialists, 

All doctors were later asked, “Do you 
feel comfortable in treating so-called psy- 
chosomatic disorders?” Of the total, 53% 
said yes, 17% said “it depends,” 27%, said 
no and 3% said they never treat psycho- 
somatic disorders. 

Thus a majority of the doctors felt 
able to treat psychosomatic disorders. 
General practitioners were once again more 
likely to feel competent than were special- 
ists; 62% of the former replied yes to this 
question in contrast with only 45%, of the 
medical specialists. 


a E ee, 
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CONCEPTIONS OF MENTAL ILLNESS 


All respondents were asked, “What do you 
think are the three most common causes 
of mental illness?” Their responses were 
coded as follows: 


Physicians’ opinions of most common 
causes of mental illness 


PERCENT 
OF TOTAL 
Anxiety regarding health or 
stress of modern living 65 
Family or marital or sexual tensions 39 
Inherited predisposition 30 
Other responses regarding factors 
productive of anxiety or emotional 
maladjustment 30 
Physical injury, illness, rundown or 
aged physical condition 27 


Emotional deprivation or improper 
parental guidance during maturation 18 
Don’t know 8 


Each of these responses was checked 
against the major sociological variables in 
the analysis, The results were as follows: 


Years in practice and age. The frequency 
of responses assigning etiological signifi- 
cance to the factor of emotional depriva- 
tion or improper parental guidance during 
maturation decreases with increasing age 
or number of years in practice. Thus, 
29% of those under 40, 17% of those from 
40 to 49 years and only 11% of those 50 
years of age or more mentioned this factor 
as one of the three most common causes 
of mental disorders. 

It might also be noted here that older 
doctors were somewhat more likely to be 
unable to give any response to this ques- 
tion. Only 3% of those in practice less 
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than 15 years but 10% of those in practice 
for a longer period said they did not know 
what might cause mental disorder. 


Type of practice. General practitioners 
were more likely to mention anxiety about 
health or the stress of modern living as 
a causative factor in mental illness (73% 
did so) than were medical specialists (59%). 
Doctors in general practice were also more 
likely to refer to physical injury, illness, 
run-down condition, or aging as a cause 
of mental disorder (33%) than were the 
specialists (21%). 


Religious preference. The only significant 
trend observed here was that more Jewish 
physicians mentioned the factors of family 
or marital or sexual tensions as a common 
causative factor in mental illness (approxi- 
mately 49% did so) than did the Protestant 
and Catholic doctors (34% in each of the 
two groups did so). 


Inclusiveness of the concept of mental ill- 
ness. Doctors were asked whether or not 
they would classify the following disorders 
under the term mental illness (here pre- 
sented with the distribution of response): 


Percentage of physicians classifying 
selected disorders as mental illnesses 
ee 
IT DEPENDS 

AND 

DON’T 

YES NO KNOW 
(percent) (percent) (percent) 


Mental deficiency 62 28 10 
Feeblemindedness 62 31 7 
Paresis 57 34 9 
Epilepsy 21 67 12 
Cerebral palsy 17 73 10 
Parkinsonism l1 82 7 
Multiple sclerosis 8 85 7 


Sie ee a E 
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That so many doctors viewed such dis- 
orders as mental deficiency, paresis and 
epilepsy as mental illness may have re- 
sulted in part from the fact that certain 
textbooks in psychiatry include these dis- 
turbances alongside the discussions of neu- 
roses and psychoses. It is difficult to know 
from the present data whether or not a 
respondent was following a textbook or- 
ganization or was rather stating his own 
delineation of the concept of mental illness. 

We may note that the inclusion of par- 
ticular disorders under the rubric of men- 
tal illness varied with the physician’s age, 
type of practice and religious preference. 


Age and years of practice. Older doctors 
were more likely to consider epilepsy as a 
mental illness (28% of those 50 years and 
over did so) than were younger ones (19% 
of those from 40 to 49 years; 13% of those 
under 40 years). This same trend was noted 
in relation to the number of years in 
practice. 

Also, doctors 50 years of age or over 
were more likely to classify feebleminded- 
ness as a mental illness (70% did so) than 
were those under 50 (57%). 


Type of practice. General practitioners 
were more likely to consider epilepsy as a 
mental illness (25%) than were special- 
ists (16%). 

Doctors in general practice also somewhat 
more frequently included mental deficiency 
in their conception of mental illness (67%) 
than did specialists (57%). 


Religious preference. Doctors whose re- 
ligious preference was Protestant were 
somewhat more likely to consider feeble- 
mindedness as a mental illness (70% did so) 
than were Catholics (58%) and the pre- 
dominantly Jewish “all other” category 
(56%). 

Such a disorder as cerebral palsy was less 
likely to be considered as a mental illness 


480 


by Jewish doctors (approximately 9%) than 
by Catholics (21%) and Protestants (22%). 

Finally, doctors of Jewish religious pref- 
erence were less likely to view paresis as a 
mental illness (about 47% did so) than 
were Catholics (64%) and Protestants 


(63%). 


Opinions about treatment methods for 
mental illness. All doctors were asked the 
open-ended question, “Briefly what do 
you think are the best specific methods of 
treatment of mental disorders?” Unfortu- 
nately, the data were not coded so as to 
permit of distinctions, if they were made, 
between methods for treating various forms 
of mental disorder. Nevertheless, it is of 
interest to note the following findings: 


Physicians’ opinions of the best 
methods of treating mental disorders * 


PERCENT 

METHOD RESPONDING 
Shock therapy 82 
Psychoanalytic techniques 26 
Hospitalization 20 
Need for psychiatric help in 

treatment or diagnosis, without 

specifying technique 28 
Not qualified to say, or don’t know 15 


* Some doctors gave more than one answer. 


Other responses included sedation (men- 
tioned by 6%), occupational or social ther- 
apy (6%) and brain surgery (2%). 

Younger doctors were more likely than 
were older doctors to mention psychoan- 
alytic techniques as among the best specific 
therapies. Thirty-nine percent of those 
under 40 did so, in contrast with 26% of 
those between 40 and 49 years and only 
16% of those 50 years of age or older. 


It may be noted that doctors in general 
practice were more likely to mention hos- 
pitalization or institutionalization as one 
of the best methods of treatment (25% did 
so) than were specialists (15%). On the 
other hand, a somewhat greater proportion 
of specialists (19%) replied that they were 
not qualified to say, or did not know, the 
best treatment methods than did general 
practitioners (10%) . 


Estimates of efficacy of treatment of men- 
tal disorders. To assess attitudes toward 
the general effectiveness of psychiatric treat- 
ment, the following question was asked, 
“What results have you seen from the 
treatment of patients by psychiatrists—for 
psychosis? for neurosis?” All responses 
were immediately categorized as either 
good, fair, poor or don’t know. The data 
are as follows: 


Physicians’ opinions of the efficacy 
of psychiatric treatment 


Lee en rte 


PSYCHOSIS NEUROSIS 
(percent) (percen t) 
Good 34 4) 
Fair 39 41 
Poor 15 8 
Don’t know 12 10 


There was only a small difference in the 
percentages for the different categories 
given for neurosis and psychosis; doctors 
tended to view the results from treatment 
for neurosis as ‘slightly better than those 
obtained in the treatment for psychosis. 
Here again it would seem important to 
know more about the criteria used; doc- 
tors may use different scales for judging 
results in the two disorders. 

Older doctors were more likely to feel 


Physicians’ Attitudes 


KORKES 


that the results of treatment for psychosis 
were good, and younger doctors were more 
likely to describe what they had seen as 
poor; thus, 26% of those under 40, 18% 
of those from 40 to 49, and only 8% of 
those 50 years of age or over said it was 
their opinion that the results from treat 
ment for psychosis were poor. (These 
last percentages were based only on those 
who gave some definite answer.) 


DISCUSSION 


Influence of age. ‘The younger the physi- 
cian the more likely he is to have a con- 
cerned and critical attiude toward the men- 
tal health problem. An older doctor is 
more likely to offer blanket approval of 
the local mental hygiene clinic and less 
likely to have any suggestions for improv- 
ing its service or indeed for improving 
psychiatric facilities in general. i 

The younger doctor tends to have more 
ideas about the nature and adequacy of 
currently available resources for coping 
with mental disorders. In particular, he 
places more emphasis on the need for more 
services at less cost to the patient, The 
younger doctor also more frequently feels 
that the state mental hospitals are not 
able to handle the job. It might be noted 
here that he is also more likely to be 
informed about the nature of the program 
of a rather well-publicized diagnostic center. 

The older the physician the less likely 
is he to want to see an increase in psychia- 
tric services in general. Finally, it might be 
pointed out that there is a general trend for 
the older doctors to respond “don’t know” 
or to have no opinion on such questions 
as these. 

These findings suggest that the older 
doctors are comparatively disinterested or 
even complacent about the mental health 
situation. Consonant with this interpreta- 
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tion is the further finding that the older 
doctors are more likely to report that they 
do no or almost no reading about psychia- 
tric problems. They are also less likely to 
express interest in an extension seminar in 
psychiatry (if one were to be offered) or 
in having more psychiatrists appear on 
county medical society programs. 

In this connection it is of interest to note 
that the younger physicians are more likely 
to report a relatively high incidence of 
emotional disturbance and psychosomatic 
disease among their patients. Since the 
younger doctors tend to be more concerned 
with the general problem of mental illness, 
and read more about it, it is perhaps not 
too surprising to find that they are more 
ready to recognize it. (The validity of such 
recognitions are, of course, untested in this 
study.) 

The younger doctor more frequently 
emphasizes the factor of emotional depriva- 
tion or improper parental guidance during 
maturation as a common etiological agent 
in mental disorder and, consistent with 
this, is more likely to endorse psychoanaly- 
tic techniques as among the best treatment 
methods. 

The older doctors are somewhat more 
likely to state that they feel competent to 
distinguish between neurosis and psychosis, 
and the younger doctors are more likely to 
qualify their estimates of their own ability 
to make such a differential diagnosis. It is 
in the oldest age group, however, that we 
find the greatest number of respondents 
who are unable to offer any idea about the 
causes of mental illness. 

A somewhat less differentiated concept 
of “mental illness” is held by the older 
doctor, i.e., he more frequently includes 
epilepsy and feeblemindedness in his defini- 
tion of the term. 

Finally, we may note that the younger 
doctors are more likely to judge the results 
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of treatment of psychotics by psychiatrists 
as “poor.” 

paca a rather consistent trend emerges 
for the younger physicians to be more con- 
cerned with and sophisticated about psychi- 
atric problems. This may be related in 
part to the fact that the emphasis on 
psychiatry in medical schools is relatively 
recent. A companion study to the present 
one indicated that age is significantly re- 
lated to sophistication in this area among 
the general public also. Hence, it may be 
that the findings are partially attributable 
to changes in the whole climate of opinion 
about mental illness over the last several 
decades, Physicians, too, are members of 
the public, 


Type of practice. Medical specialists, al- 
though somewhat more likely to say that 
they know of mental hygiene clinics in 
their community, tend to be less able to 
offer suggestions for improving the avail- 
able psychiatric services than are doctors 
engaged in general practice. More of the 
latter would like to see new clinics made 
available for referrals. 

Specialists are somewhat more likely than 
are general practitioners to endorse the 
Statement that psychiatry is “a great deal 
of help.” This may perhaps be related to 
the common status of medical “specialist” 
shared with the psychiatrist. : 

Compared to specialists, physicians in 
general practice would seem to be more 
interested in acquiring new learning about 
neuropsychiatric problems. For example, 
they more frequently say that they would 
like to have an informative pamphlet, and 
that they would attend an extension sem- 
inar on psychiatry. 

We may note that the doctor in general 
practice is more likely than is the specialist 
to report that a greater proportion of his 
patients suffer from neurosis and/or psy- 


chosomatic disease, and also that he often 
finds it useful to refer patients for psychiat- 
ric care. 

Fewer specialists than doctors in general 
practice feel competent to make differen- 
tial diagnoses in mental disorder. (The 
difference, however, is slight and the vast 
majority of specialists do feel competent.) 
Specialists are less likely to feel able to 
treat either neuroses or psychosomatic com- 
plaints. Finally, they somewhat more fre- 
quently feel unable or unqualified to offer 
an opinion on the best methods of treat- 
ment of mental disorders than do the gen- 
eral practitioners. 

The doctor in general practice more fre- 
quently describes hospitalization as one of 
the best methods of treatment for mental 
disorder. He is also more likely to view 
epilepsy and mental deficiency as examples 
of mental illness. 

Possible rationales for some of these ob- 
served distinctions are: 


e The general practitioners’ more frequent 
perception of emotional or mental disorder 
among their patients may result in part 
from the likelihood that most patients, 
including those whose complaints are 
largely psychological, would usually first 
consult a general practitioner. If the doc- 
tor finds little or no organic basis, he may 
not ever refer the patient to a (non-psychi- 
atrist) medical specialist. If there may 
actually be more neuropsychiatric problems 
coming to the general practitioner, this 
might also partially explain his greater con- 
cern for the adequacy of the community 
mental health services. 


e The relatively lower interest in new 
learning about psychiatry among specialists 
may be related in part to the rather obvi- 
ous fact that they have already decided to 
concentrate their knowledge in one area 
(by definition). Considering this, a sizable 
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percentage of the specialists appear to be 
concerned about adding to their knowledge 
of psychiatry. Furthermore, as specialists, 
they may be more likely to regard mental 
disorder as within the special province of 
the psychiatric specialty. 


e The more widespread feeling of com- 
petence in diagnosing and treating mental 
disorders among general practitioners may 
be related in part to the possibility that 
they tend to perceive their roles as encom- 
passing all illnesses, at least at certain 
stages. 


Religion. A rather consistent trend 
emerges when the data are cross-tabulated 
for religious preference. Protestant doctors 
appear to be less concerned about the 
mental health problem than do doctors of 
other faiths. Since this was also more true 
of older doctors than of younger ones, the 
two variables of age and religion were 
cross-tabulated; perhaps some bias in the 
selection of the sample had produced this 
result. We found, however, that religious 
preference is quite independent of age. 

Among the specific findings, we may note 
that Protestants are the least likely of all 
religious groups to state that they would 
like to see more psychiatric facilities or 
clinics made available in their communi- 
ties. They are the least likely to note the 
need for more psychiatric services at less 
cost; Catholic doctors more frequently, and 
Jewish doctors most frequently, stress this 
need. 

Protestants are less likely to want an 
informative pamphlet about psychiatry 
than are Jews and Catholics. Also, Protes- 
tants are less likely to want to see more 
psychiatrists on county medical society pro- 
grams than are Jewish and especially Cath- 
olic doctors. 

Jewish physicians are most likely to re- 
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port that they encounter “a good deal” of 
psychosomatic disease among their patients. 
They also more frequently recognize pa- 
tients who could “benefit from psychiatric 
care”; Catholics somewhat less frequently 
and Protestants least of all report that a 
relatively high proportion of their patients 
could so benefit. 

It might be noted that Protestant doctors 
feel somewhat less able to make the dif- 
ferential diagnosis between neurosis and 
psychosis than do non-Protestants. The 
Protestant group is also most apt to include 
feeblemindedness in their concept of men- 
tal illness. 

The Jewish group most often mentions 
the factors of “family or marital or sexual 
tensions” as causative agents in mental ill- 
ness. They also exclude cerebral palsy and 
paresis from their concept of mental ill- 
ness more frequently than do either Cath- 
olic or Protestant physicians. 


Rural-urban differences. There are rela- 
tively few significant distinctions between 
doctors living in rural counties and those 
living in urban areas. This classification 
is highly dependent upon the type of prac- 
tice; only 21% of the rural but 56% of the 
urban physicians are medical specialists. 

Doctors in urban areas are more likely 
to report that there are local mental 
hygiene clinics available in their communi- 
ties. Furthermore, they more frequently 
report that they do “quite a bit” of reading 
about psychiatry than do rural doctors. 
More of the urban sample say that they 
have visited one or more mental hospitals. 

On the other hand, more of the rural 
doctors in this sample have been involved 
in commitment procedures, although they 
are less likely to make use of a psychiatrist 
than are the urban physicians. Finally, we 
may note that it is more usual for the rural 
practitioner to report he encounters “a 
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good deal” of psychosomatic disease than 
for the urban doctor to do so. 


SUMMARY 


The general level of information among 
physicians in New Jersey is rather low on 
such questions as identifying the depart- 


ment responsible for running the state men- | 


tal hospitals, the number of state mental 
hospital patients and the nature of the 
programs of several major institutions; the 
majority of doctors cannot offer correct 
information. 

Although the majority report that they 
know of local general hospital facilities and 
clinic resources for the referral of patients 
in need of psychiatric care, the present 
study provides little confirmation of the 
existence and extent of concrete knowledge. 
Of those who say they know of local men- 
tal hygiene clinics, one-half cannot offer 
any information on the number of days 
per week that service is available. One- 
third of this group feels, however, that the 
local service is not adequate for the need. 

Actually, the majority of the doctors rec- 
ognize a shortage of psychiatric services in 
their community; nearly one-half empha- 
size that the problem is partially the need 
for low-cost treatment. Furthermore, most 
doctors feel that the state hospitals are 
not able to handle the job. It should be 
noted that a small but sizable group (over 
one-fifth of the sample) say they would not 
like to see more psychiatric facilities oF 
clinics made available in their community- 

Not one doctor in five says he does “quite 
a bit” of reading in psychiatry. There are 
other findings, however, which suggest that 
there may be an extensive latent interest in 
the specialty, e.g., over two-thirds say they 
would like to have an informative pamphlet 
on the subject; 41% say they would defi 
nitely attend a seminar in psychiatry 
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one were offered in their community and 
another 14% say they might. Also, two- 
fifths would like to see more psychiatrists 
on county medical society programs. We 
must note, however, that an almost equally 
large number say they would not. These 
findings suggest that there may be a sharp 
division of opinion about psychiatry within 
the medical group. The study indicates 
that at least a minority may be opposed to, 
or at best indifferent to, an expansion of 
the field. 

Estimates are high of actual or potential 
neuropsychiatric problems in the part of 
the population encountered by doctors in 
their practice. The vast majority of doctors 
say they have often or occasionally felt it 
necessary to refer patients for psychiatric 
help. Nearly two out of five doctors say 
that 10% or more of their patients could 
benefit from the services of a psychiatrist. 
Furthermore, the majority of doctors report 
that 30% or more of their patients are 
suffering from a neurosis, and nearly half 
say that they meet up with “a good deal” 
of psychosomatic complaints. That doc- 
tors report a higher percentage of patients 
suffering from a “neurosis” than of patients 
who could benefit from psychiatric care 
indicates that a distinction is being made 
between disorders severe enough to require 
specialized treatment and those which are 
not. It would seem important to know 
more about the criteria utilized by doctors 
for noting emotional disturbances and 
gauging their severity. 

The vast majority (88%) of doctors feel 
confident of their ability to make the dif- 
ferential diagnosis between a neurosis and 
a psychosis. Again, it would seem highly 
important to learn something of the process 
by which such a decision is made. Two- 
thirds of the doctors say they feel able to 
treat a neurosis; in fact, only 12% of the 
total said flatly that they did not feel 
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qualified. It would be significant to have 
data which could tell us what methods the 
doctors use (or would use) in particular 
cases, In this study, we asked only what 
the doctors thought were, in general, the 
best methods of treatment for mental ill- 
ness. One-third endorsed electroshock 
therapy; one-fourth mentioned psychoan- 
alytic techniques. If a further study of 
doctors is to be made, it might be valuable 
to obtain more specific measurements on 
such questions as these: What percentage of 
their patients do the doctors actually treat 
for psychiatric problems? How do they 
decide whether such treatment is indicated? 
How do they decide upon the method or 
methods of treatment? What methods are 
used most frequently (egs psychother- 
apy, reassurance and support, or drugs)? 
Diagnosis and treatment are closely related 
to notions about etiology. In the present 
investigation, when doctors were asked the 
most common causes of mental disorder, 
they referred more often to the tensions 
and anxieties which arise in the course of 
living (such as concern over health, or 
family problems). Three out of ten men- 
tioned the factor of inherited predisposi- 
tion; a nearly equal proportion mentioned 
various physical factors. Only 18% made 
any reference to early familial experience. 
Unfortunately, some of these coding cate- 
It seems evident, 
however, that the majority of doctors do 
not stress developmental factors in their 
etiological theories; they are “ahistorical” 
in their approach. i 
seek to determine more exact information 
about etiological theories and their appli- 
cations to specific cases, in terms of diag- 
nosis, decision for the necessity of treat- 
ment, the mode of treatment (if the doctor 
essays it) and/or the nature of the referral. 

Seventy-eight percent of the doctors have 
been involved in commitment procedures; 
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nearly one-third of these “only occasion- 
ally” or never use a psychiatrist as the other 
committing physician. The present study 
indicates a fairly widespread feeling of com- 
petence among doctors about coping with 
problems of mental illness. In juxtaposi- 
tion, the finding that so few do any reading 
in the current psychiatric literature is 
somewhat disquieting. The present study 
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does not provide a definitive assessment of 
competence; perhaps a future one shall. 
The doctor may be regarded as a “gate- 
keeper” along the route to psychiatric treat- 
ment. Since he may be one of the first 
professionals to see potential mental pa- 


tients, his judgment can often determine ` 


how many, how soon and where patients 
are to be referred. 
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LEO SHATIN, Pu.D. 


Some psychological aspects of 


+ long-term hospitalization 


The rehabilitative role of 


recreational and special activities 


The roster of special service in the treat- 
ment of the long-term patient includes rec- 
reational social activities, sports, various 
entertainments inside and outside the hos- 
pital, outings, music, the amateur radio 
station, and volunteer ward activities. 
From the very inception of our psycholog- 
ical program at this hospital we have 
t worked hand in hand with the special serv- 
ice personnel. It has therefore been possi- 
ble to gain an intimate understanding of 
the points of contact between that service 
and our psychiatric patients. 

These remarks are addressed predomi- 
nantly to the activities of the special service 
personnel insofar as they affect the welfare 
of the chronic psychiatric patient. How- 
ever, it will not be too far afield to make 


certain observations which hold for the 


chronic patient whether he be medical or 
psychiatric. 

The Veterans Administration Hospital 
at Albany, N. Y., is a 1,005-bed general 
medical hospital with some 300 beds allo- 


cated to psychiatric patients. Its mission 
has included a pilot program of care and 
continued treatment for the long-term men- 
tal patient. This pilot program embraced 
»a rather new concept, namely, the treat 
ment of aged chronic mental patients in 
a general medical and surgical setting, 
geographically located within an urban 
center and having only limited grounds. 
This new and even radical concept some- 
times necessitated drastic departure from 
the usual administrative patterns of a gen- 
eral hospital organization. Security meas- 
ures were minimized. Psychiatric patients 
were encouraged to make the fullest possi- 
ble use of all those recreational areas and 
activities which were available within the 
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building or its grounds. The many re- 
quisite changes in administrative practice, 
together with the rapid introduction of 
several score long-term mental patients 
within the brief span of but a few months, 
made necessary a decided change in the 
orientation of our hospital personnel. Ap- 
prehension arose in various quarters and 
had to be allayed. Attitudes had to be 
re-oriented and new treatment methods 
had to be learned. Naturally, employees 
as well as non-psychotic medical and surgi- 
cal patients made frequent contact with 
the psychiatric patients. This created 
stressful situations at times. 

We therefore undertook a program to 
demonstrate to the hospital community the 
potentialities for improvement of these 
older chronic mental patients with func- 
tional psychoses (2, 8). The prognosis for 
these patients is most usually viewed with 
extreme pessimism. In all frankness, the 
Major purpose of this project was to 
heighten the therapeutic atmosphere within 
our wards and indeed within the bounda- 
ries of the hospital as a whole. The project 
was an aid to our own learning. It also 
constituted a focal point from which were 
disseminated those attitudes which would 
be most beneficial for the long-term psy- 
chiatric patient. Finally, the project was 
so developed that it provided an oppor- 
tunity for the admixture of our demonstra- 
tion long-term patients with younger and 
relatively acute patients, on the same ward 
and in the same living areas. This worked 
to the ultimate benefit of both. 

Briefly, ten experimental and ten control 
patients, all with exceptionally poor prog- 
noses, were matched individually for age, 
chronicity and behavioral ward adjustment. 
Their mean age was 56.2 years for the dem- 
onstration group and 58.6 for the control. 
Mean chronicity (years since first hospital- 
ization) was 26.7 years for the demonstra- 
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tion group and 26.9 years for the control. 
Ward adjustment for the two groups was 
closely comparable. This was quantified 
by a behavioral rating scale developed for 
the specific purpose. 

The control patients proceeded with their 
usual ward treatment programs throughout 
the duration of this project. These treat- 
ment programs were fully as comprehensive 
and adequate as those of any good psychia- 
tric institution. But all demonstration sub- 
jects were combined into a social unit and 
removed to a separate open ward where 
they lived together with younger, less 
chronic patients. A variety of treatment 
methods was utilized, including group psy- 
chotherapy, corrective and physical ther- 
apy, hydrotherapy, music therapy, occu- 
pational therapy, recreational therapy and 
electroshock therapy. 

All the rehabilitation and ward person- 
nel concerned with the demonstration 
patients or their therapies met together 
weekly to discuss the progress of the pa- 
tients. They described and debated the 
methods of handling special problems 
which arose throughout the course of the 
project. Every patient was evaluated with 
quantitative rating scales at the beginning 
of the experiment and at stated intervals 
thereafter over its total course of six 
months. Three main tools for evaluation 
were employed: (a) behavioral rating scale 
(5), (b) multidimensional scale for rating 
Psychiatric patients(4) and (c) weekly rating 
scale (2). I will not go into the details nor 
the rationale for these scales. Insofar as 
the quantitative results were concerned, 
they all demonstrated manifestly increased 
superiority of the demonstration patients 
over the control patients. This superiority 
improved with time. It was most graphic- 
ally portrayed by the objective statistical 
results and tabulations (2, 8). The control 
group remained unimproved and even 
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showed some minor deterioration accord- 
ing to the multidimensional rating scale. 


Three case historical sketches are presented 
below. They exemplify the type of patient 
treated and they concretize the qualitative 
results, 

Patient Dl, hebephrenic schizophrenic, 
age 58, first admission 1920, continuously 
hospitalized. Extreme hoarder, stuffed 
cigarette buts, dirty linen, etc. into his 
clothing. Appeared humpbacked because 
of a large wad of newspapers he carried 
about. When addressed, gave a vigorous 
nod of the head and said “Yeah,” but did 
not otherwise speak. Paced about a good 
deal. Always wore a dirty cap. 

Patient improved following EST. He 
did not insist on wearing his cap and his 
hoarding behavior abated. He seemed 
eager to gain attention and recognition and 
would hold out his hand to personnel to 
shake. Fifteen weeks after the experiment, 
the patient maintained some improvement 
but continud to hoard worthless items. 
When confronted with his behavior, he 
feinted at his accuser although he is not 
assaultive. He was recommended for fur- 
ther EST. 

Patient received two more EST during 
the 15th experimental week, three during 
the 16th, and one during the 17th week. 
He became subdued but more cooperative 
and friendly with ward personnel. His 
hoarding behavior ceased and he no longer 
insisted on wearing his cap. He was given 
a limited privilege card which entitled him 
to go off the ward in the company of an- 
other demonstration patient who had full 
privileges. Thereafter he visited the can- 
teen daily and participated in off-station 
trips. 

D1 assumed the role of ward helper, 
cleaning sinks and making beds. He took 
no property from other patients’ rooms, 
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showed generosity with his cigarettes and 
literally amazed the ward personnel with 
his cooperative behavior. A brief period 
of regression followed and he began to 
wear bedclothing for decorative purposes. 
This behavior soon ceased, Patient formed 
a close relationship with the occupational 
therapist and desired to please her. He 
was unresponsive during a visit from his 
family, the first received in a very long 
while. He was, however, reaching out to 
ward personnel for attention and seemed 
desirous of forming closer relationship with 
the people who were helping him. At the 
close of the demonstration project, D1 con- 
tinued to share a room on the ward with 
the patient who had full privileges and 
in whose company he participated in in- 
dustrial therapy. 


Patient D2, hebephrenic schizophrenic, age 
55, first admission 1920, continuously hos- 
pitalized, was silly, acted the part of the 
“clown.” Constantly gestured to gain at- 
tention. Exhibited his knees, breasts and 
teeth in grotesque fashion. Legs were ul- 
cerated due to constant picking and irrita- 
tion. Spoke in a loud, garbled, incompre- 
hensible fashion. Smoked cigarette with 
burning end in his mouth, then used the 
wet end to write on the wall. 

At the very start of the experiment, an 
increase in the patient's abnormal behavior 
was noted. He broke a window, loosened 
light fixtures and distributed wrapped feces 
about the ward. The patient received only 
two EST because of medical contra-indica- 
tions, at which time he was transferred to 
an infirmary ward. Here he became ex- 
tremely passive and infantile. Following 
transfer back to the demonstration ward 
his behavior again became oriented toward 


1 Reprinted by permission of the Journal of Nerv- 
ous and Mental Disease (2, 8). 
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obtaining attention. Fifteen weeks after 
the experiment this patient no longer de- 
stroyed property. Occasionally he was 
pleasant in conversation. His bizarre 
mannerisms were less evident. 

Patient received one EST during the 
15th experimental week and one weekly 
from the 17th through the 2lst weeks. 
Immediately following this treatment he 
became less active and seemed to feign the 
illness which had occurred after his first 
series of EST. Periods of hyperactivity 
ensued, when the patient sought to gain 
attention. On two occasions he defecated 
on the floor of the dining room and once 
he overturned an elderly patient sitting in 
a wheelchair. When placed in ten minutes’ 
seclusion for this latter act, D2 realized that 
he was a “naughty boy.” His appetite grad- 
ually improved, as did his speech, which 
was now more clearly enunciated. Toward 
the end of the demonstration period he 
reverted to gesturing with his feet and 
hands. During group psychotherapy there 
were five occasions when the patient seemed 
to have some insight into his behavior. At 
the termination of the project he was not 
considered capable of adjusting adequately 
on this open ward with fully privileged 
patients. Hence he was transferred to an- 
other open ward with long-term patients 
at a lower level of adjustment. 


Patient D9, paranoid schizophrenic, age 58, 
first admission 1924, four subsequent ad- 
missions, continuously hospitalized since 
1948. He was extremely paranoid, and 
would walk away from personnel who ap- 
proached him but followed personnel when 
they left. Constantly asked to be dis- 
charged to New York City. Used to shout 
and to kick at the door when angry. Said 
there was a machine outside which influ- 
enced his thoughts. Said that all records 
which are dictated by doctors are about 
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him. Never sat down, was always pacing. 
Patient improved while receiving EST, 
related himself very well to personnel, and 
was pleasant and cooperative for a brief 
time. He regressed somewhat temporarily 
and began demanding to go to New York 
City. After that he again improved. Fif- 
teen weeks after the experiment, patient 
showed dramatic improvement. He had a 
privilege card, went out on pass unaccom- 
panied, and was an assistant in the recrea- 
tion sports section, where he did an excel- 
lent job. He made friends in the hospital. 
He had some physical complaints but con- 
sidered himself ready for discharge. He 
had dissociated himself from the demon- 
stration group and preferred to seek friends 
among the hospital personnel and among 
those patients who are not psychotic. 
Patient D9 received no additional EST. 
Because of his improvement and because 
he was doing so well as assistant to the 
recreation sports department, this patient 
was discontinued from active demonstra- 
tion group therapy. He effected an adjust- 
ment at a level far superior to that of all 
other patients in the group. He now felt 
nothing in common with them. He was 
reassigned to a psychotherapeutic group 
composed of younger, more acute patients. 
Patient reacted rather adversely to this new 
group therapy and was soon discontinued. 
He was visited later by his sister and had 
a pleasant time with her despite her refusal 
to arrange a leave or accept any responsi- 
bility for him. Personnel were surprised 
to note no regression in the patient's be- 
havior after this visit. He continued to 
have privileges, lived in a 2-bed room with 
one of the younger patients and worked 
on his industrial therapy assignment. He 
became an important member of the recre- 
ation sports department and was voted 
“patient of the week” by the hospital news- 
paper. He maintained his excellent ad- 


justment and made frequent off-station 
trips. He wore his own clothes rather than 
the hospital issue. Patient complained 
about numerous physical symptoms, none 
of which he had mentioned when he was 
mentally ill. He was generous in his gifts 
to the staff, purchasing cigarettes and 
tobacco for them, and was eager to form 
friendships with staff members. Patient 
became concerned about money and about 
the fact that he would have no job when 
he left the hospital. At his own request 
he was given a 3-day pass to visit New 
York. He traveled by himself, stayed in a 
hotel, and visited his family and old busi- 
ness acquaintances. He returned to the 
hospital quite buoyant and enthusiastic. 
Patient then requested frequent Saturday 
or Sunday passes and utilized them well. 
At the termination of the demonstration 
project he was continued on the same 
privileged open ward. 

I wish that we could have good quanti- 
fied materials such as were so beautifully 
available in the statistical tables (8) to 
portray by contrast certain of the intan- 
gible benefits which were derived from this 
project. These intangible non-quantifiable 
benefits were fully as important as the 
measurable results, if not more important. 

Considerable interest was elicited among 
the professional and administrative staff. 
It was a difficult, complex type of project 
that could be accomplished only through 
the wholehearted cooperation of many serv- 
ices and divisions. It drew them all into 
its functioning organic unity. The pro- 
gram constituted a definite learning and 
growth experience for all staff members 
involved. Staff person learned from staff 
person. We learned what the other fellow 
had to offer and we also learned the prac- 
tical limitations of his professional role. 
We accepted that which he could give; 
but we also accepted his limits. We learned 
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how to use the knowledge and potential 
contribution of all the vocational roles 
that came together in this project. Hence 
the benefits derived were permanent. They 
were disseminated to the benefit of many 
patients not then within the project itself. 

Final individual interviews were con- 
ducted with the staff participants to ascer- 
tain their personal reaction to this demon- 
stration program. It was made patent to 
us that staff morale remained high and 
that enthusiasm for the learning of treat- 
ment methods and the solution of new 
problems was undiminished at the end of 
the last month of the experiment. This 
program remained a high point in the 
hospital experience of all participants. In 
our judgment this project successfully dem- 
onstrated to the hospital community that 
older, chronic mental patients can be im- 
proved by the determined application of 
a modern and comprehensive treatment 
program. We felt that it contributed enor- 
mously to hospital-wide acceptance of our 
psychiatric treatment program for long- 
term patients. 

At the conclusion of this demonstration 
project a similar program (now non-experi- 
mental) was instituted on one ward with 
47 chronic psychiatric patients. The gen- 
eral ward atmosphere and approach is simi- 
lar to that of the original demonstration 
project. The latter constituted the basis 
for this ongoing program, which now func- 
tions with a more limited staff but con- 
tinues to act as a central focus of learning 
and treatment. 

The special service section made a de- 
cided contribution to the demonstration 
program I have just described. It was part 
and parcel of our complete rehabilitation 
effort. Recreation therapist and music 
therapist, both representatives of the spe- 
cial service section, participated in our 
weekly staff conferences. The recreational 
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facilities, the off-station visits, the bus trips 
and the many other recreational activities 
contributed vitally to our whole effort. 
The rhythm band in which our demonstra- 
tion patients participated actively, and the 
recorded folk music which we utilized— 
both were made available through the ef- 
forts of the special service section and its 
volunteers. The ways in which we then 
learned to use the special services have 
been carried through in several directions 
which I will touch upon. 

I remember well the rhythm group ses- 
sion where the demonstration patients be- 
gan to dance in a kind of conga line or 
snake dance. This would have been be- 
yond our wildest dreams at the outset of 
the project. The rhythm group sessions, 
held twice weekly, were attended by a 
music therapist and a clinical psychologist. 
Live music—the man with the piano— 
contributed to the vitality of the music 
rhythm activity. Some few times it was 
necessary to use “canned music.” This, of 
course, was better than no music at all, 
but it lacked the drive and impetus given 
by the piano with the live musician. 

It was through this demonstration ex- 
perience that I, and all of us who partici- 
pated, became keenly aware of rehabilita- 
tion functions which could be implemented 
by the special services. 

The activities provided by our special 
service personnel were an integral part of 
our rehabilitation effort, and were accepted 
as such by all participants. Rehabilitation 
does not necessarily mean recovery to the 
point of discharge or to the point of social 
and economic self-sufficiency. It includes 
a preventive concept, the retardation of 
the process of deterioration. Rehabilita- 
tion can mean the deceleration of that 
usual deterioration which occurs when hos- 
pitalization goes on and on, through the 
months and through the years. The de- 
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terioration which comes from long hos- 
pitalization is not necessarily a consequence 
of the disease per se. 

The chronic patient, medical or psychi- 
atric, devaluates himself from the very be- 
ginning of his hospitalization and there- 
after (9). He perceives himself as disabled 
and inferior. His self-concept and his body 
image necessarily change in a negative way. 
He goes through a period which might be 
termed “mourning” when he tries to re- 
orient himself to his new and deyaluated 
self-concept. He shows a narcissistic with- 
drawal of interest from the outside world 
and turns his interest in upon himself. 
This is furthered when the patient is 
treated as an object, as if he were unfeel- 
ing and emotionally uninvolved, as an ex- 
ample of an illness or disease rather than 
as a person who is suffering. The special 
service section counters this by providing 
contact with the world outside. Through 
its entertainment, its visitors and its trips, 
it maintains the patient’s contact with the 
world of health, with the usual world 
channel of communication back into the 
ordinary world outside. Especially for the 
chronic patient, the patient who is and will 
be hospitalized here for years, must such 
a channel be maintained and strengthened. 
Offstation trips, television, radio, news- 
paper, books, performers, parties, games— 
these maintain the patient's contact with 
the normal and active world of health. 
Here is an emphatic need for every facet 
of special services. 

These special services are not simply 
diversionary, something to “keep the pa- 
tient happy.” They are used with a defi- 
nite aim and with a definite purpose: 10 
other words, as a treatment modality. This 
is not to say that many nonspecific facilities 
are not provided by the special services: 
Indeed they are, and are very useful ias 
such. But over and above this the special 


service section can, and here does, serve 
as an integral part of our rehabilitation 
armamentarium. 

I have given much praise to the special 
service section. This does not mean the 
relationship among our sections has been 
continually smooth and acceptable. How- 
ever, the essence of relationship is this: 
we know our own limitations and we know 
the other’s limitations. We know how to 
utilize each other's professional services to 
meet the needs of the patient. 

You may notice that I have avoided the 
words team and teamwork. This is not 
merely a personal predilection. The self- 
conscious use of the word team implies an 
underlying feeling that perhaps there are 
members participating who are not really 
and originally a part of the team. It 
smacks of the psychological mechanism 
of compensation. And this is not the case. 
In a joint, coordinated effort, every partici- 
pating member contributes mightily to that 
effort. The nurse, the nursing assistant, 
the social worker, the vocational counselor, 
the music specialist, the librarian, the recre- 
ation therapist—none has to prove himself. 
He has already done so over and over 
again. 

In cooperative hospital undertakings 
such as our demonstration program, Cer- 
tain principles of human relations assume 
paramount importance. First of all, the 
technical jargon of any rehabilitation disci- 
pline, whether it be psychology or psychi- 
atry or recreation, should be avoided. 
Basic English serves very well as the 
medium of communication. Secondly, one 
must be cognizant that the participants 
constitute a socially interacting group with 
all the dynamics, needs and motivations 
which exist in such groups. Thirdly, the 
group should be structured not as a hier- 
archical relationship but rather as one in 
which all have an equal and accepted voice. 
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If anything is to be accomplished over the 
long haul, through the years rather than 
toward a single immediate short-term goal, 
congenial relationships must be main- 
tained. Some of the problems which are 
likely to arise (3) are problems of status, 
of bypassing the chain of command and the 
channels of communication, of clashes be- 
tween the “idea man” and the “practical 
man.” A staff member who enters the 
project at some date after its inception 
may be in danger of feeling rejected. All 
this must be anticipated. It can be avoided 
by joint planning, by full and frequent 
group discussion, and by making known 
the realistic divisions of the duties of all. 

In preparing this paper I recalled some 
points of contact and communication with 
special services. This was indeed an eye- 
opener. Let me show you why. 

Two years ago we became interested in 
the effect of music on the speed of awaken- 
ing following electroshock treatment. Our 
special service section, hearing of our in- 
terest, created a liaison with a volunteer 
organization} which then provided tech- 
nical assistance and worked with us on a. 
continuing basis throughout the project. 
Hence, through the efforts of the special 
service section, the particular types of 
music we needed and the particular record- 
player we desired were made available. 
Our efforts ultimately culminated in a con- 
trolled study of the relationship between 
music and post-electroshock awakening (6). 
This has given some promising leads which 
we hope are worthy of further exploration. 

In our group psychotherapeutic program 
with the long-term psychiatric patients we 


1 Hospitalized Veterans Music Service of the Musi- 
cians Emergency Fund, Inc, New York, to whom 
grateful acknowledgement is made for their gen- 
erous technical and advisory assistance in our many 
music projects with veteran patients. 
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began to apply rhythm instruments. At 
least two of our groups now have a schedule 
which includes verbal psychotherapy on 
one day of the week and rhythm participa- 
tion on another day of the week. The 
rhythm participation helps to draw the 
men together and assists their entry into 
the formal group organization. A sum- 
mary of our knowledge gained through this 
medium, and a description of its functional 
application, was recently reported (7). 

About a year and a half ago we organ- 
ized a group treatment program for aphasic 
patients. This was not a speech reeduca- 
tional program. Rather was it concerned 
with the emotional and social problems of 
our aphasic patients, most of them elderly 
and long-term. We desired to create an 
informal, pleasant, socially enjoyable group 
atmosphere. The special service section 
provided us with two mature female volun- 
teers, very appropriate to the motherly role. 
These volunteers offered refreshments at 
the weekly meetings and participated 
actively in the social proceedings. Music 
facilities were also utilized, both for group 
singing and group rhythm band. Much 
was accomplished through this group, 
which is still active and thriving (1). 

The use of music during electroshock 
treatment is widespread throughout the 
United States. The prevailing general im- 
pression is that music tends to alleviate 
the fear of patients while awaiting treat- 
ment. At Albany we have been fortunate 
in securing fine provision for such music. 
Last year we also undertook a program to 
investigate quantitatively whether music 
actually alleviates the patients’ fear of treat- 
ment. Materials such as music records and 
special tape machines were made available 
to us under the auspices of the special serv- 
ice section and its volunteers. 

We utilized certain types of abstract 
movies, where form and color were com- 
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bined together with music, especially to 
evoke planned emotional reactions among 
our patients. Once again we called upon 
the special service section and its volun- 
teers to provide us with a film and to make 
available to us the auditorium set-up as 
well as the movie operator. A weekly ther- 
apeutic film program for psychiatric pa- 
tients is conducted under the auspices of 
a psychologist and a psychiatrist. The 
leaders require the service of the recreation 
department for the formal execution of the 
plan: locale, projectors, operator, etc. This 
program stimulates a definite beneficial re- 
action within the patients. It induces 
them to explore their problems within 
a psychotherapeutic group setting, and 
makes it difficult for their avoidant-repres- 
sive mechanisms to dodge the issue—as too 
often had been the case. 

Over and over again I have found in 
my psychotherapeutic groups, conducted 
with neurotic patients, that the patients 
discuss the social contacts they make in 
the recreation hall and in the radio room 
of the special service section. These areas 
provide a segment of life where the usual 
daily problems of living, not so easily avail- 
able within hospital walls, may arise. Such 
experiences reveal in a microcosm that type 
of social difficulty which has occurred 
throughout the patient’s whole life. It pro- 
vides the psychotherapeutic group leader 
with important social material—within the 
group setting. There he may discuss the 
patient's perception of the social situation 
and the adequacy of his reaction to that 
situation. I doubt very much that our 
special service department knows how often 
it has been damned by individual patients 
within the group therapy setting! This is 
of course to the credit, not the discredit, 
of the special service section. Since our 
ambulatory privileged patients so often do 
have contact with special services, the latter 
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provides a frequent focus for their frustra- 
tion and hostility. This comes to a fruit- 
ful culmination in our psychotherapeutic 
groups. It provides the concrete material 
of life, the here and the now, which may 
be fruitfully discussed and resolved in 
psychotherapy. 

While on duty at a hospital in New 
England, I had occasion to examine a 
patient, an elderly man, who was rejected 
by his wife and who was being considered 
for transfer either to Albany or to a domi- 
ciliary home. On my arrival in Albany 
I met this same patient once again. He 
was participating daily in the radio activi- 
ties of the special service section. The 
change in his attitude toward life, his now- 
strong joy of life, was profound. It was in 
decided contrast to his previous state of 
morale. Where before he had been dis- 
couraged, had felt rejected and had nothing 
to look forward to, now he had a definite 
social orbit and realm of competence 
within the sphere of special services. 

Many times, and for many reasons, we 
have needed to make tape recordings of 
psychological activities. I assure you, it 
has been most gratifying to have the co- 
operation of an expert from the special 
services department. It has enabled us 
to hold more effective conferences and to 
make more adequate evaluation of the 
results of such conferences. 

A social dance program for mental pa- 
tients is conducted with the assistance of 
Red Cross volunteers. The departments of 
psychiatry, psychology and special services 
have had several joint meetings to discuss 
the organization of a project designed to 
evaluate carefully and without bias the 
actual effect of the dance program on the 
patients and on their desire to enter into 
social relationships. We intend to evaluate 
quantitatively the attitudes of ward per- 
sonnel and participating volunteers, as well 
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as the attitudes of the patients themselves. 

In our newer service program, the off- 
shoot of the demonstration program, we 
have experimented with the use of the 
library as*a treatment method for long- 
term psychiatric patients. The chief 
librarian has introduced our long-term 
mental patients into certain bibliothera- 
peutic activities involving group discussion 
on matters of topical interest. We have also 
begun to study the reading interests of 
psychiatric patients and to compare them 
with the reading interests of patients in 
the medical and surgical services. 

The recreation section has devised some 
important openings for industrial therapy. 
Several of our long-term patients have 
functioned most adequately within the 
atmosphere and the setting provided by 
the recreation department. These patients 
have been of decided assistance to the recre- 
ation staff at the same time as the activity 
itself has been a rewarding and rehabili- 
tating experience for the patients. In these 
several instances of which I speak the recre- 
ation section has provided a stepping-stone 
into the member-employee position or into 
the night hospital type of arrangement. 

You may be familiar with the hospital 
newspaper which is published under the 
auspices of the special service section. This 
has been an important focus for certain of 
our patients. It has provided them with 
an incentive to write and to explore the 
various hospital departments for topics 
about which to write. Some of our pa- 
tients have assisted in the administrative 
aspects of the paper rather than as writers. 
In all cases they have shown a strong sense 
of growing responsibility and of belonging- 
ness to the newspaper group. The news- 
paper has also provided our most disabled 
patients with an activity which they can 
accomplish on the ward under the super- 
vision of occupational therapy, namely, the 
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assembly and stapling of the newspaper 
sheets. This is a weekly activity which 
occurs on Friday morning and is a distinct 
part of the Friday morning routine. One 
of the long-term patients then distributes 
the paper to us in the psychiatric service. 
This is an important rite to him; he dis- 
tributes the paper to all points, and accu- 
rately so. From this he has gained a proud 
sense of accomplishment, and with it, a 
sense of responsibility. 

Just recently an interesting event oc- 
curred. The recreation department in- 
formed me that we would have a newspaper 
article published about some of the activi- 
ties of the psychiatric service. I was asked 
whether a reporter might speak to the pa- 
tients in one of our psychotherapeutic 
groups. That same day I took up the matter 
with a group of young and alert psycho- 
neurotic patients. In group discussion they 
rejected the idea of having an observer. 
They felt this would immediately defeat 
the purpose of group psychotherapy. After 
some further discussion they came up with 
an excellent idea. They asked to have the 
Thursday session of the group therapy can- 
celled. Instead, the news reporter might 
come in and conduct a small forum with 
the group. The group would be glad to 
answer any questions about group treat- 
ment or other activities, provided the ques- 
tions were not personal. The group was 
eager to make known to the general public 
and to employers, through the medium of 
the newspaper, their positive feelings about 
the hospital and about the general atmos- 
phere in our service. They desired to do 
their bit to fight prejudice against persons 
with mental disorders. This forum was 
held. It really did constitute a gratifying 
experience to the patients. It gratified me 
as their group therapist, in that they 
showed sufficient initiative to resolve the 
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problem and to take action toward a well- 
conceived goal. 

Psychological rehabilitation is a matter 
of attitude; it is a state of mind. This 
attitude is not the prerogative of any one 
guild. The rehabilitative attitude—like 
gold—is where you find it. The medium 
of communication to the patient does, of 
course, vary with the role of the staff mem- 
ber. But each can in his own very special 
way give of himself and of his strength. In 
this lies the secret of its success. 
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Who returns to the clinic 


Frequently when psychotherapists are ex- 
changing comments about individual pa- 
tients or therapy in general, the remark is 
made that all the old cases are coming 
back to the clinic, that all the closed cases 
have had to be re-opened. The frequency 
of these comments stirred our curiosity as 
to the facts. Is this impression in the same 
category of selective perception as the old 
saw: “Every time I carry an umbrella it 
doesn't rain?” Or is there some valid basis 
for the somewhat somber conclusion that 
only a small number of the patients treated 
in our clinic are helped to live a reasonably 
comfortable, socially adjusted and inde- 
pendent life without further help from the 
clinic? 

Our Veterans Administration mental 
hygiene clinic, a therapy clinic, has been 
functioning now for more than ten years 
and has about 5,500 closed cases. It was 


for more therapy? 


time to take stock. We took as a sample 
for study the case files in every third 
drawer of cases closed since the clinic 
started. These closed cases include the 
files of patients who were in treatment 
until completion of therapy, those who 
left treatment before completion, and those 
who were not accepted for treatment. 
Among these cases further selection oc- 
curred. Since our first question was: 
“What proportion of treated cases come 
back to the clinic?”, we had to define 
“treated” arbitrarily. A previous research 
study at the clinic indicated that patients 
who remained in treatment for five sessions 
were more likely to continue until com- 


Before her recent death Dr. Tolman was on the 
staff of the Veterans Administration’s mental hy- 
giene clinic in Los Angeles. Dr. Meyer is chief 
psychologist there. 
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pletion of treatment. We therefore chose 
five or more therapy sessions (including the 
intake interview) as the definition of “treat- 
ment.” Although this definition was not 
rigorous, it had the advantage of being 
based on some research with the same 
population. 

Even further selection occurred. We lim- 
ited the cases to those for whom a “closing 
summary” appeared in the file. The closing 
summary was introduced in the records of 
the clinic in 1949 and contained the fol- 
lowing items: Patient’s name, date patient 
entered therapy and date case was closed, 
number of therapy sessions in the clinic, 
marital status of patient, occupational sta- 
tus, diagnosis, reason for closing the case 
and therapeutic status when case was 
closed. In addition, the following items 
were obtained from the “face sheet”: sex, 
race and date of birth. 

All of these data were used. All are 
relatively superficial and there is no item 
which points to any of the deeper dynamics 
of the patient. But it was felt that to look 
at even these simple facts in relation to 
the tendency to return for therapy might 
provide some useful information. Could 
we find any differences in these items be- 
tween those who come back to the clinic 
for more therapy and the total sample? 
Distributions of the data computed sepa- 
rately for the total sample and for those 
who did not return were practically identi- 
cal; we therefore chose to compare those 
who returned with “the average patient” of 
the total group rather than with those who 
did not return. 

Our interest was not only in the patient 
who comes back. We were interested also 
in the over-all picture. How do all pa- 
tients stand on these variables? How about 
the ones who improve markedly and those 
who make only a slight improvement? How 
about those who stay the same? 
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TABLE I 


Date of birth of all patients 


in sample 
DATE NUMBER PERCENT 
Before 1900 7 2 
1900-04 9 2 
1905-09 25 7 
1910-14 41 12 
1915-19 60 17 
1920-24 130 36 
1925-29 67 19 
1930-34 13 4 
No information 2 1 
354 100 
Median 1921.3 


TABLE II 


Number of therapeutic sessions 
of all patients in sample 


‘Su oO OSSES 


NUMBER OF 
SESSIONS NUMBER PERCENT 
CO E 
5- 14 133 87 
15- 24 66 19 
25- 49 77 22 
50- 74 38 11 
75- 99 17 5 
100-149 10 3 
150-199 5 1 
200-and over 8 2 
354 100 
Mean 38 Sessions 
Median 22 m 


THE AVERAGE PATIENT 


Our sample consisted of 354 cases. Ninety- 
four percent of these were white, 897% were 
male. On the other recorded variables 
which have been mentioned, these patients 
were distributed as shown in Tables I to 
VII. 


TABLE IM 


Closing therapeutic status 
of all patients in sample 


eS 


STATUS NUMBER PERCENT 
——— Ee a 
Much improved 88 25 
Slightly improved 138 39 
Maximum benefit 15 4 
Unimproved 107 30 
No information 6 2 

354 100 


TABLE IV 


Reason for closing cases 
of all patients in sample 


ee mee 


REASON NUMBER PERCENT 
ec: (ee EEEN E 
Treatment completed 78 22 
Hospitalization 11 3 
Patient discontinued— 
informed therapist 125 35 
Patient discontinued— 

did not inform therapist 77 22 
Other 4 63 18 
354 100 


D a TA 
1The category of “other” includes such circum- 
stances as the patients’ leaving town, taking full- 
time jobs, departure of therapist from the clinic, 


ete 
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TABLE V 


Marital status of all patients 


in sample 

AT INTAKE AT CLOSURE 
STATUS Number Percent Number Percent 
Se eee 
Single 100 28 95 26 
Married 204 58 204 58 
Divorced 29 8 33 9 
Separated 19 5 20 6 
Widowed 2 2 1 

354 100 354 100 


TABLE VI 
Occupational or educational status 
of all patients in sample 


ĖS, 
AT INTAKE AT CLOSURE 


Number Percent Number Percent 


STATUS 
ioa a 
Employed 182 51 232 65 
School 53 15 45 13 
Unemployed 119 34 77 22 

354 100 354 100 


TABLE VII 
Diagnosis of all patients in sample 
1. O E e E 


DIAGNOSIS NUMBER PERCENT 
SS Se ri 
Psychoneurotic 
reaction 233 66 
Psychotic reaction 47 13 
Character disorder 52 15 
Miscellaneous 22 6 

354 100 
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To summarize, our “average” (modal) 
patient is a white male born between 1920 
and 1924. He came to the clinic for an 
average of 38 therapeutic sessions and he 
left “slightly improved,” discontinuing 
therapy after some discussion with the 
therapist. He was married and employed, 
but more likely to be employed at the end 
{of therapy than at the beginning. The 
most common diagnosis was one of the 
psychoneurotic categories, especially anxi- 
ety neuroses. 


PATIENTS WHO RETURNED 
FOR FURTHER TREATMENT 


Of our total sample only 12% returned to 
the clinic. Of this 12%, 9% returned once, 
2% twice, 1% three times. Eighty-eight 
percent, therefore, never returned. The 
small group who returned to the clinic 
for further treatment were, like the total 
sample, predominantly white (95%) and 
male (93%). 

Among the patients who had come to 
the clinic but who had not been “treated,” 
that is, who had come for fewer than five 


TABLE VIII 


Date of birth of patients who return 


DATE NUMBER PERCENT 
Before 1900 1 2 
1900-04 0 0 
1905-09 4 9 
1910-14 9 21 
1915-19 7 16 
1920-24 19 45 
1925-29 3 7 

48 100 

Median 1920 
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TABLE IX 


Number of therapeutic sessions 
of patients who return 


NUMBER OF 

SESSIONS NUMBER PERCENT 
5- 14 13 30 
15- 24 if 16 
25- 49 17 40 
50- 74 4 9 
75- 99 2 $ 5 

100-149 0 0 

150-199 0 0 

200-and over 0 0 

43 100 

Mean 31 Sessions 
Median 27 5 


interviews, the proportion of patients who 
returned was even lower. A check on re- 
turns among a sample of 431 of these 
patients showed that only 25, or 5.8%» 
returned later. We could reasonably as- 
sume that the lack of motivation for ther- 
apy which prevented their continuing in 
the first place also prevented their return. 

Tables VIII through XIV give for the 
patients who return to the clinic data 
similar to those shown in Tables I through 
VII for the total sample. 

The data in Table X arouse a question. — 
What therapeutic gain is accomplished by 
these “repeat” visits to the clinic? It is 
apparent that the final judgment of thera- 
peutic status shows no improvement over 
the status at the first closing, the propor- 
tions in the “improved” and“unimproved’ 
categories being approximately the same” 
in the two distributions. The average num- 
ber of sessions after return of these patients 
was 25, so the result cannot be attributed 


TABLE X 


Closing therapeutic status 
of patients who return 


FIRST FINAL 
STATUS Number Percent Number Percent 
Much improved 12 28 10 28 
Slightly improved 17 39 16 37 
Maximum benefit 3 7 3 7 
Unimproved 11 26 14 33 


43 100 43 100 


to the fact that no further therapeutic work 
was done with them, The small size of our 
sample must make inferences tentative, but 
we can reflect soberly that we should be 
cautious in expecting great additional ther- 


TABLE XI 


Reason for closing cases 
(first treatment period) 
of patients who return 


REASON NUMBER PERCENT 
Treatment completed 10 23 
Hospitalization 3 7 
Patient discontinued— 
informed therapist 15 35 
Patient discontinued— 

did not inform therapist 8 19 
Other 2 7 16 
43 100 


2The category of “other” includes such circum- 
stances as the patients’ leaving town, taking full- 
time jobs, departure of therapist from the clinic, 
etc, 
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apeutic benefits from these further treat- 
ment sessions. It may be that these repeat 
visits should be viewed as an opportunity 
to consolidate the gains made in the pre- 
vious therapy. 

To summarize (although these inferences 
must be regarded as tentative because the 
number is so small), our patient who re- 
turns to the clinic does not differ markedly 
from our “average” patient. He is slightly 
older but this difference is not statistically 


TABLE XII 


Marital status of patients who return 


AT INTAKE AT CLOSURE 
STATUS Number Percent Number Percent 
Single 18 42 18 42 
Married 20 46 19 44 
Divorced 3 7 4 9 
Separated 2 5 2 5 


significant.3 He has come to the clinic for 
a number of therapeutic sessions that is 
slightly lower than that of the total group. 
This difference is also not statistically sig- 
nificant. He too has left “slightly im- 
proved” and was discontinued after some 
discussion with the therapist. He was less 
likely than the average patient to be mar- 
ried and more likely to be single at the 
time his case was closed. He was less likely 


mes ee aes Spaceman = Le 
8 The formula used was that for standard error of 
difference between two percentages: 

100 / PQ + PQs 
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TABLE XIII 


Occupational or educational status 
of patients who return 


AT INTAKE AT CLOSURE 
STATUS Number Percent Number Percent 
Employed 15 35 27 63 
School 10 23 6 14 
Unemployed 18 42 10 23 

43 100 43 100 


to be employed than the average at the 
time of intake, but by the conclusion of 
treatment his employment status had im- 
proved and coincided with that of the aver- 
age patient. The differences in both mari- 
tal and employment status are significant 
at the .05 level. In diagnosis there were 
no differences between the patient who 
came back to the clinic for more treatment 
and the total sample. 


THE IMPROVED AND 
THE UNIMPROVED 


Our interest, as has been said, was not alone 
in the patients who came back for more 


TABLE XIV 
Diagnosis of patients who return 
SK 


DIAGNOSIS NUMBER PERCENT 
—_— 


Psychoneurotic reaction 24 56 
Psychotic reaction 9 21 
Character disorders 7 16 
Miscellaneous 3 7 

43 100 
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therapy. We looked also for possible dif- 
ferences between the patients who im- 
proved and those who did not. 

Figures 1 and 2 and Tables XV and XVI 
give for the three groups much improved, 
slightly improved and unimproved com- 
parable data to those shown in preceding 
tables. Percentages only are presented. 
Data on date of birth are not included 
because on this variable the distribution 
coincided so closely with that of the total 
group of patients. i 

It is clear from Figure 1 that the unim- 
proved group has a much greater propor- 
tion (67% as compared with 34% and 
10%) who have come to the clinic for 
fewer than 15 sessions. Conversely, the 
much improved group has a far greater 
proportion who have continued treatment 
for 25 or more sessions (71%, compared 


FIGURE | 


Number of therapeutic sessions 
by therapeutic status 


M much meroven 
E3 suicuty improved 


WZ UNIMPROVED 


71% 


| 


FIGURE 2 

Reasons for closing the cases 
100. 
90 
80. 


70, 


PER CENT 


TREATMENT COM- 
PLETED 


4The category of “other” in this figure includes 
hospitalization, patients’ leaving town, taking full- 


with 43% and 16%). These differences are 
statistically significant at the .01 level. 

In Figure 2 the most striking difference 
is the far greater proportion of much im- 
proved patients (64%) who “completed 
treatment,” in comparison with the 1% of 
the unimproved where this was given as 
the reason for closing the case. At the 
other end of the scale is the very small 
proportion of much improved cases (2%) 
who discontinued therapy on their own 
without informing the therapist. Of the 
unimproved patients 86% discontinued in 
this manner. These differences were sig- 
nificant at the .01 level. 


Yj 

DISCONTINUED — 

INFORMED THERA- 
PIST 
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fi) much iproven 


E sucht improveo 


UNIMPROVED 


2% 


DISCONTINUED — 
DID NOT INFORM 
THERAPIST 


time jobs, departure of therapist from the clinic, 
etc, 


In regard to marital status at intake and 
closure, there were no significant differ- 
ences among these three groups. 

Table XV shows two important differ- 
ences in occupational status between the 
much improved and unimproved cases, 
both at the time the cases were closed. At 
closure there were significantly more em- 
ployed and fewer unemployed within the 
group of much improved, in comparison 
to the unimproved where there were 
more unemployed and fewer employed. 
Not only were these differences reliable at 
the .01 level, but the proportoin of pa- 
tients who moved out of the unemployed 
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TABLE XV 


Occupational status in improved and unimproved cases 


MUCH IMPROVED SLIGHTLY IMPROVED UNIMPROVED 

Intake Closure Intake Closure Intake Closure 
Employed 56% 75% 52% 67% 47% 53% 
School 20 l4 12 14 15 10 
Unemployed 24 ll 36 19 38 87 

100% 100% 100% 100% 100% 100% 


category was significantly greater (also at 
01 level) among the much improved pa- 
tients. Hence it is reasonable to conclude 
that the successful therapy of the much 
improved group probably determined this 
change, ( 

Table XVI shows a difference between 
the much improved and the unimproved 
in diagnosis that is significant at the .02 
level, namely, that the proportion of cases 


TABLE XVI 


Diagnosis in improved 
and unimproved cases 


es 
SLIGHTLY 
MUCH IM- UNIM- 
DIAGNOSIS IMPROVED PROVED PROVED 
CE ŘħÃĖōŐ— 
Psychoneurotic 


reaction 74% 68%, 58%, 
Psychotic reaction 8 ll 20 
Character disorders 14 14 16 
Miscellaneous 4 7 6 
100% 100% 100% 


with a psychoneurotic diagnosis is higher 
in the much improved group. 


WHAT KIND OF PATIENT 
STAYS LONGEST? 


Although it is often assumed that psychotic 
patients remain in therapy longer than 
those with psychoneurotic diagnoses, our 
data show no significant difference between 
the proportions of these two groups who 
came to the clinic for 50 sessions or longer. 
Differences in this respect are apparent, 
however, between patients with a diagnosis 
of character disorder and the other groups. 
Figure $ indicates that 37% of the pa- 
tients with character disorder remain longer 
in therapy (50 sessions or more) as com 
pared to 22% of psychoneurotic patients 
and 14% of psychotic patients. The former 
difference is significant at the .05 level and 
the latter at the .01 level. 


DISCUSSION 


It must be noted that the ratings of thera- 
peutic status are very subjective, A condi- 
tion which to one therapist may appear as 
“much improved” to another might make 


FIGURE 3 


Number of therapeutic sessions 
by diagnostic category 
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the impression of “slightly improved.” In 
this study there is no way of correcting for 
these differences in subjective impression 
nor of arriving at any objective method of 
comparing or equating judgments. 

The same situation holds true in regard 
to the reason for closing a case. The judg- 
ment of “treatment completed” cannot be 
differentiated objectively from “patient dis- 
continued—informed therapist.” If the 
“information” coincided with the thera- 
pist’s judgment that probably therapy had 
produced such results as were possible and 
that no further treatment would be profit- 
able, the same situation could be described 
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in terms either of “treatment completed” 
or of “patient discontinued—informed 
therapist.” 

Two other factors might enter into the 
judgment of the therapeutic status. The 
finding that “much improvement” is asso- 
ciated with a longer period of treatment 
might well result from the fact that thera- 
pists have a bias in favor of those patients 
who continue long in treatment, with whom 
a more intensive relationship develops. 
Hence the fact that a larger proportion 
of much improved” cases come for 50 
sessions or more and a smaller proportion 
of the “unimproved” stay so long in therapy 
may again be influenced by the nature of 
the judgment. 

In a similar way the matter of employ- 
ment or unemployment may enter into 
judgments of therapeutic status. Is a pa- 
tient employed because he is improved, or 
is he judged to be improved because he is 
now employed while formerly he was un- 
employed? This kind of question bedevils 
the inquirer who must deal with the kind 
of data which furnish the material for this 
study. 

The question could be raised: Did these 
clinic patients go into treatment elsewhere? 
In this community there are three sources 
other than the Veterans Administration 
clinic to which they might turn: com- 
munity clinics, private therapists and VA 
contract therapists. Community clinics in 
this area do not accept veterans whose 
disability is service-connected. Very few 
would be likely to pay for private therapy 
when treatment without fee is available. 
As to the VA contract therapists, an attempt 
was made to examine the records of such 
treatment but this proved not to be feasible. 
Therefore the extent of use of this resource 
could not be evaluated, although it is esti- 
mated to be small. 
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SUMMARY 


A sample of 354 closed case records ran- 
domly selected from the files of a Veterans 
Administration mental hygiene clinic were 
examined. An attempt was made to dis- 
cover what differences in certain variables 
existed between those patients who re- 
turned to the clinic for further treatment 
and the average patient; also between those 
patients who were judged to show improve- 
ment in the course of therapy and those 
who were unimproved. Those patients who 
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returned were significantly less likely to be 
married than the average patient. They 
were also significantly less likely to be em- 
ployed at intake, but by the conclusion of 
treatment their employment status had im- 
proved and coincided with that of the aver- 
age patient. The improved and unim- 
proved cases differed in that the improved 
were more likely to have come to the clinic 
longer, to have completed treatment, to 
have moved out of an unemployed status 


and to be in the Aann category. 


ROBERT W. SPAULDING 
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Somercurrent trends in fee charging 


in community clinics 


Fee charging has become an increasingly 
accepted practice of voluntary health and 
welfare agencies. Considerable content of 
the literature has been focused on the cul- 
tural and psychological significance of fee 
charging. As this practice has become 
more widespread the use of a fee system 
has also gained some recognition as a 
method of augmenting the agency’s in- 
come. 

Policies and procedures in relation to 
fee charging vary from agency to agency 
and from community to community. This 
informal survey represents an attempt to 
learn some of the current trends and prac- 
tices related to fee charging in Iowa’s Com- 
munity Mental Health Centers. The orig- 
inal purpose of this study was to share the 
collective information regarding fee poli- 
cies with the individual centers. No at- 
tempt was made to evaluate these practices 
and policies. 


Towa has nine Community Mental Health 
Centers now in operation. These clinics 
are supported from a combination of 
county tax funds, Community Chest funds, 
fees, private donations and federal funds 
available under the National Mental 
Health Act. These federal funds are ad- 
ministered by the Iowa Mental Health 
Authority, which also supplies consultant 
services and limited supervision to all the 
Mental Health Centers. Eight of the nine 
centers have developed under the auspices 
and guidance of the Iowa Mental Health 
Authority and have been established since 
the passage of the National Mental Health 
Act. 

Eight of the nine centers responded to 
requests for information relative to their 


—— 


Mr. Spaulding is consultant on psychiatric social 
work for the Iowa Mental Health Authority. 
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practice of fee charging. The information 
was gained through personal interviews 
with the clinic administrators, completion 
of a questionnaire and study of the actual 
fee schedules of the centers. 

Six of the eight reporting Mental Health 
Centers base their fees on gross income. 
The remaining two centers base their sched- 
ules on net income, defining it as “the 
remaining income after income tax and so- 
cial security only have been deducted from 
the gross income.” In all centers, the fee 
policy has been reviewed by the respective 
boards and officially accepted as clinic 
policy. Although the Iowa Mental Health 
Authority offers consultant services to in- 
dividual centers on their fee policies, the 
individual centers and communities formu- 
late these policies at the local level. 

Some centers have a flat fee for diagnos- 
tic service which remains the same regard- 
less of the type of diagnostic service given 
or the number of visits needed to complete 
the diagnostic evaluation. Typically in 
such centers the one diagnostic fee might 
include an intake interview, social history, 
psychological examination, psychiatric and/ 
or neurological examination, staffing of 
the case, and a completion interview with 
the parent or patient to discuss the findings 
and recommendations, If the patient then 
continues in regular treatment sessions, he 
is charged on a per visit basis. Currently, 
three of the eight centers use the single fee 
for diagnostic services. The remaining five 
centers charge a fee for each diagnostic visit. 
Of these five centers all report that the 
charge per visit for diagnostic service re- 
mains the same regardless of the discipline 
doing the service; for example, the fee for 
the social history is the same for a psy- 
chological examination or psychiatric exam- 
ination. 

Four of the centers offer some form of 
group therapy, to children or adults or to 
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both. Of these four centers offering such 
service, three charge the same fees for group 
therapy sessions as for individual sessions 
and the fourth center charges a lower fee 
for group therapy. All eight centers report 
that the treatment fee remains the same 
regardless of which discipline is offering 
the treatment service. 

Since all centers base their fees on in- 
come and size of family, several questions 
are raised as to what consideration was 
given to the frequency of treatment inter- 
views and to the number of people receiv- 
ing treatment in a given family when the 
schedule was established. For example, in 
establishing the schedule was it assumed 
that this treatment fee would cover one 
interview a week? If so, what fee would be 
expected if the treatment plan necessitated 
two or more interviews each week? Also, 
was it assumed that this assigned fee would 
be based on treating only one person in 
the family, and if so, what would the fee 
be if more than one family member were 
involved in treatment? As reflected in the 
actual practices of the centers, there are 
various methods of “proportioning” the 
cost. Specific examples are as follows: 

Center III reports that parents and child 
are treated as one unit and that the as- 
signed treatment fee applies to the treat- 
ment of the child, the parents or both. 

Center II reports that if two or more 
family members are seen for treatment the 
initial fee is divided by the number of 
family members being seen and this be- 
comes the fee for the individual family 
member, : 

Center IV reports that if a patient 1s 
seen more than once each week the treat 
ment fee per interview is determined by 
dividing the original fee by the number of 
interviews recommended weekly. 

Center II reports that if a patient is seen 
more than once per week the treatment 


fee for the second interview is prorated. 
For example, if the fee for one visit a 
week is $3.00 the cost for two interviews 
a week would be $4.50. 

As can be seen, there is considerable 
diversity in the method of prorating fees 
by the various centers but all of them have 
some plan which considers the frequency of 
treatment interviews and the number of 
family members receiving treatment. 

The executive directors agree that the 
method and timing of the discussion of 
fees with thé new patient has considerable 
significance in relation to the patients’ 
willingness to accept their obligation to 
pay the assigned fee. The directors also 
express the opinion that the feelings and 
attitudes of the staff person in regard to 
charging fees is often reflected in the pa- 
tients’ attitudes and feelings about the fee 
system. In two of the eight centers, the 
family income and size of the family is 
ascertained by the clinic secretary, who 
then informs the patient of the cost of 
service. Most questions and comments re- 
ceived by the secretary are referred to the 
social worker who discusses these matters 
and the fee policy at the time of the 
patient's first visit. In the remaining six 
centers, the income, size of family and 
other items related to the fee policy are 
discussed initially with a professional staff 
person, usually the psychiatric social 
worker, at the time of the patient’s first 
visit. Centers using this policy report that 
the discussion of money and fees often has 
diagnostic and therapeutic implications 
which are best handled by a professional 
staff member. 

Most centers encourage patients to pay 
after each interview; the decision, however, 
to pay at the time of the visit or to pay in 
response to monthly billing is left to the 
patient. In most instances when a person 
in treatment is remiss about paying, the 
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therapist, made aware of this by the secre- 
tary or bookkeeper, handles the situation 
directly with the patient as a part of the 
total therapeutic problem. 

In instances where the diagnostic and/or 
treatment service has been completed and 
the patient has not paid his fees, various 
methods of collection are being used. To 
illustrate these methods, Center II sends a 
form letter after two months of non-pay- 
ment. Center III has a series of six differ- 
ent letters sent at intervals, the first three 
months of non-payment. Three centers 
report they have no formal policy or pro- 
cedure for attempting to collect unpaid 
bills. A 

In considering service given to another 
health or welfare agency, there is variance 
as to whether the agency requesting this 
service for their client is or is not charged. 
In response to the question “Do you 
charge a fee to other agencies, both public 
and private, for diagnostic service to their 
clients referred only for diagnosis?” three 
centers report that they do charge the 
agency. Five centers report that they make 
no charge to the agency requesting this 
diagnostic service nor do they make any 
charge to the referred client. They do, 
however, charge a fee to this client, based 
on the center’s schedule, if he is subse- 
quently seen for continuous therapy. 

The primary reason for not charging 
other agencies for diagnostic or consultant 
service appears to be primarily related to 
the centers’ sources of financial support. 
The centers which do not charge other 
agencies state that part of their budget is 
procured from public tax funds and Com- 
munity Chest funds so that the center is 
obligated to give this service free to the 
tax-supported agencies and to other Chest- 
supported agencies. 

In both the professional literature and 
in practice there has been considerable dis- 
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cussion of the therapeutic implications of 
charging a fee. In an attempt to see how 
this theoretical consideration could be re- 
lated to the reality situations of those with 
marginal incomes, specifically those who 
are recipients of a public assistance pro- 
gram, the centers were asked if fees were 
charged to persons receiving public assist- 
ance, such as aid to dependent children. 
Five of the eight centers reported they 
never charged these people for service. One 
center reported it encouraged the public 
assistance recipient to pay a minimum 
token fee for diagnostic service but no fee 
for treatment service. The remaining two 
centers reported that fees were charged to 
this economic group “only rarely.” One 
of these latter centers reported the fee 
might be as low as 25¢, but the other 
center expressed the belief that the 25¢ 
fee has little value today and that it felt 
that the minimum fee should be $1.00 and 
that service should be given free if the 
person could not afford this minimum. 
None of the centers refuse service to low- 
income families who cannot pay for service. 
While the centers uniformly accept low- 
income families who cannot pay for service, 
there is considerable variation in their 
practice of accepting the upper-income 
families. Two of the eight centers limit 
their service to families of specified in- 
comes. Center I limits its service to those 
with an annual family income under $5,000 
although consideration is given to the size 
of the family. Center II limits its service 
to the following: single men and women 
whose income is under $3,000; a family of 
two (husband and wife) whose combined 
incomes are under $4,000; a family of three 
individuals whose income is under $4,500; 
and a family of four whose income is 
under $5,000. Thus, in both Center I 
and Center II the maximum family income 
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which allows eligibility for service is ap- 
proximately $5,000. Several reasons are 
stated to explain the practice of excluding 
from service those families whose incomes 
are over $5,000. Center I states their func- 
tion is to provide low-cost psychiatric serv- 
ice only to people who cannot afford pri- 
vate care, assuming that families with an 
income of $5,000 can afford the private 
psychiatric care which is available. Al- 
though it does not see adults whose family 
income exceeds $5,000, Center II offers 
service to the pre-adolescent child regard- 
less of the family income because there are 
no other facilities available in the com- 
munity for treating a child this age. 

The remaining six centers offer service 
to individuals of all income groups who 
otherwise are eligible for service. In these 
centers, when comparable private facilities 
are available for the treatment of children 
and adults, the typical practice is to inform 
the patient of these private resources and 
encourage him to use them, but the final 
choice of the facility to be used is con- 
sidered the prerogative of the patient. The 
centers state that they do not wish to com- 
pete with private practitioners of psychia- 
try, psychology and psychiatric social work, 
and they charge fees to the upper-income 
patient which are comparable to the cost 
of private care. It is the centers’ belief 
that charging patients who could afford 
private care eliminates those choosing the 
treatment facility on the basis of least 
expense. Two principal reasons are given 
as underlying the philosophy of not limit- 
ing services to patients of a specific income. 
One frequently stated reason is that in 
the respective communities comparable 
treatment facilities (which can be defined 
only in terms of the specific needs of indi- 
vidual cases) do not exist. Another fre- 
quently expressed interpretation is that 


community clinics are intended to serve 
an entire community regardless of race, 
religion or economic circumstances and 
that people of upper incomes, who are 
helping support the centers through taxa- 
tion and voluntary contributions, should 
have an opportunity to apply for service. 
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The directors of the centers are convinced 
of the need for flexibility in a fee schedule 
and recognize that the concept of fee charg- 
ing is a fluid concept which needs con- 
tinuous re-evaluation, study and revision 
to meet changing needs of the individual 
center, community and patient. 
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HANS A. ILLING 


The therapist and - 


the group evaluate 


Evaluation and, with it, validation are the 
cornerstones of every science and the yard- 
stick of its progress. Psychotherapists have 
often asked themselves what they and other 
Practitioners were doing while treating 
patients individually or in groups. Among 
the many attempts that have been made to 
define the essence of group psychotherapy 
is Pederson-Krag’s statement (1) that it is 
the “predominance of unconscious mental 
processes over conscious in a group”; Slav- 
son’s concepts of the essentials of evalua- 
tion—namely, transference, cartharsis, in- 
sight and reality-testing—are widely known 
(2). 

The history of the evaluation of thera- 
peutic groups is replete with studies and 
appraisals by many researchers, although 
few agencies or individual practitioners 
have sufficient time, energy and means, as 
well as adequate experience, to afford 
comprehensive investigations. Sometimes 
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an evaluation may be made by an “out- 
sider,” such as an observer, supervisor or 
visitor (3). Then there are the opponents 
of group psychotherapy, whose arguments 
are based either on their lack of experience 
with groups or on their theories. Thus 
Jung feels (4) that a group can, under no 
circumstances, be of therapeutic value since 
it cannot be analytical and since the indi- f 
vidual’s growth and progress is being im- 
peded by an increased suggestibility as 
well as by the pressure which the group 
exercises on the individual. Finally, there 
are the principles of the psychodramatic 
theatre and its methods in sociometry and 
sociatry as developed by Moreno, in which 
the group “evaluate” themselves through 
role-playing, there being no distinction be- 
tween actor and onlooker. Trained “aux- 
iliary egos” appear on the psychodramatic 
stage and the situations enacted concern 
sociological and psychopathological topics- 


The writer is not concerned in this paper 
with the theory or practice of evaluative 
material per se; rather he will deal with an 
evaluation of an evaluation. In other 
words, he will attempt to evaluate the ten- 
sions, trials and tribulations consciously or 
unconsciously brought to the surface dur- 
ing an evaluative process. 

Such an attempt to evaluate an evalua- 
tive process was made with different groups 
simultaneously. The individual parts of 
the evaluative process were collected by 
means of an interview form, which was 
based on Flanagan's research (5) and per- 
fected by Bach.* Each form called for a 
few items of identification, such as the 
date, the age and the sex of the patient and 
the duration of therapeutic contacts in 
groups and/or individual sessions. The 
interview can take place between the pa- 
tient questioned and the therapist either 
alone or in the group. The form is divided 
into two parts: Part I, designed for patients 
who are permanent members of the group, 
and Part II, designed for patients new to 
the group. 

Part I contains the following 17 ques- 
tions: 

1. What is the name of the person who 
joined your group most recently? 

2. How long ago did he/she join the 
group? 

3. Describe some action of the new per- 
son that made a strong impression on you. 

4, Describe some of the actions of the 
other members towards this new person. 


5. Tell me exactly how you responded 
to this person when he/she was still new. 


6. How did the therapist behave towards 
the new person at the time of the start? 

7. What did you say to other members 
about this person? 
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8. What did you think about this per- 
son privately at that time? 

9. What did you say to the therapist 
about this person? 

10. Describe as exactly as possible in 
what way the coming of this person 
changed the group. 

11. Who has been most helpful in mak- 
ing this new person feel at home in the 
group? 

12. Why was this so helpful to the new 
member? 

13. Who made things difficult? 

14. Tell me exactly what these persons 
did that made it difficult for the new 
person? ; 

15. Try to think of the first time this 
person appeared in one of your dreams. 

16. As you think about this person now, 
what comes to your mind? 

17. How old do you think is the new 
member? 


Part II contains seven questions directed 
to the patient new in the group: 

1. Now think of the time that you first 
came to the group. When was that? Ap- 
proximate date. About how many meet- 
ings ago? 

2. How did you react to the group when 
you were still new to it? 

3. Who was most helpful in making you 
feel part of the group? 

4, Tell me exactly what these persons 
did that was so helpful at that time. 


See ee ea 
* The writer wishes to thank Dr. George R. Bach 
for permission to use his interview form with our 
groups. At present Dr. Bach (Beverly Hills, Calif.) 
is accumulating these forms for research purposes. 


513 


5. Who made life difficult for you in 
the group when you were new? 


6. Tell me exactly what these persons 
did that made things difficult for you. 


7. How did the therapist behave towards 
you when you first came to the group? 


The form was used by this writer in 
various ways. To facilitate the tabulation 
of research data, the patients were first 
questioned individually. Since a majority 
of the patients in all groups reacted coop- 
eratively but also mechanically and indif- 
ferently, and since a majority of them were 
also seen in individual sessions concur- 
rently with their participation in group 
sessions, the writer submitted the same 
form to various groups as wholes a few 
months later, taking into consideration 
some changes in the groups. With the 
permission of the groups the writer read 
each question and had each member answer 
the therapist in the presence of the whole 
group, allowing for interplay and exchange 
of remarks. Thus it happened at various 
times with various members and with sev- 
eral questions that during an entire ses- 
sion only one question could be covered; 
at one session, not even one question was 
completed. 

Generally speaking, the emotional con- 
tent centering around the form, which all 
patients understood to be an evaluation, 
could be classified into three stages: 
(1) anxiety, precluding the member’s speak- 
ing or acting out; (2) catalysis, involving 
catharsis brought about by the interaction 
of the group; and (3) anticlimax, indicat- 
ing relief and readiness for more insight; 
or no progress in sight; or regression to 
the first stage with more and increased 
anxiety and longing for increased interde- 
pendence; or heightened suggestibility by 
the group (6-7-8), 
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Who were the groups? One consisted of 
three couples, all of them with psychosex- 
ual difficulties that led to marital problems; 
another consisted of seven teenagers of 
both sexes, all of them behavior problems 
to the schools and to their respective par- 
ents; and a third group were male inmates 
of an army disciplinary barracks (9-10). 
Let us elaborate on the three stages: 

1. Anxiety. One of the most common 
symptoms in people awaiting a decision 
concerning themselves or someone close 
to them is anxiety. It can be called a 
normal state of affairs. It is therefore 
“normal” with patients, too. Any neurotic 
conflicts arising from anxiety, however, are 
revealed by the way in which patients deal 
with their anxiety; in this case, all pa- 
tients were troubled about the unknown: 
(a) What is my score with the therapist? 
(b) What, after my score has been revealed 
through my answers to certain questions, 
will be my score with the group? (c) Will 


my score reveal progress, regression OF 


nothing? 

In the first group, only Part I of the 
form was discussed, since all members had 
started from the beginning and there had 
been no change in the structure of the 
group. It was significant, however, that 
husband and wife did not seem to support 
each other as much as the husband of one 
couple and the wife of another. Goethe 
would have called this situation Wahlver- 
wandtschaften. There was, of course, anx- 
iety; but it seemed to be sublimated, i.e. 
mutually understood, accepted and even 
encouraged. 

In the second group, the children reacted 
almost “normally,” ie., full of curiosity, 
with some humor and juvenile spirit of 
adventure, much of which was cover-up of 
latent anxiety. It was the third group, 
the inmates, who demonstrated the most 
obvious symptoms of anxiety. For one, they 


never felt completely at ease in the author- 
itative surroundings and tended to asso- 
ciate the therapist with them—even though 
they and he knew that he did not have any 
authority, being just a consultant in the 
institution. They expressed anxiety in 
various but usual ways, becoming extra- 
ordinarily verbal or argumentative or just 
being quiet and withdrawn. Some inmates 
felt as if they were before the Parole Board, 
even though they had been told that an- 
swering these questions (in fact, the discus- 
sion of the questions) was voluntary and 
could be refused altogether if the group 
objected to them. ‘Their discussions as 
to what these questions might involve in 
the way of intrapsychic impact on their 
interdependent relationships seemed to be 
a prolonged prelude that took the form 
of acting out latent hostile feelings that 
had not been brought to the surface during 
previous sessions. If the therapist had 
stopped right there, i.e., had not proceeded 
with the individual questions of the form, 
the discussion of the form would already 
have uncovered valuable material, analyti- 
cal in nature and insight. 

2. Catalysis. There was catharsis or 
catharsis-like acting out in all the groups. 
The groups’ catalysis reached, as might be 
expected, different levels and degrees of 
intensity. In the first group, much of the 
catalysis was evidenced by arguments and 
counterarguments, each couple telling the 
other couple what they thought should have 
been the “right” answer, and each couple, 
answering a question directed to them, 
denying the other couple the ability to 
“know better.” Although of the three 
groups the first was the closest knit, i.e., 
knew each other best and each member 
felt “sympathetic” toward the other, the 
questions brought catalysis to a degree that 
tempers flared, angry words were ex- 
changed, and the therapist felt that nothing 
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could be gained by interpretation of un- 
conscious conflicts resulting from questions 
which apparently had not much meaning 
to each member at this point. The thera- 
pist stopped the discussion of the questions, 
and the form was never completed. 

The catalysis in the second group, per- 
haps due to the youth of its members, took 
a considerably milder form and showed 
quick forgetting, as is typical of children. 
Some of these children later related that 
it was “fun.” 

The third group, the inmates, was the 
only group with which both parts of the 
form were worked out. This group finished 
the entire set of questions and went through 
all the stages of catalysis. The inmates, 
as a whole, were the most cooperative (and 
the most submissive) group; they were, as 
already mentioned, always aware of the 
double father figure: the therapist in an 
authoritarian setting. 

3. Anticlimax. The third group, the 
inmates, had, as a whole, the feeling of 
accomplishment after it was all done, just 
as if they had disposed successfully of a 
program of activities “prescribed” by the 
therapist. If some members believed that 
they had regressed, they did not wish to let 
on for reasons of group prestige, personal 
sensitivity and the wish to maintain their 
sense of belongingness. 

The first group had been stopped in 
their discussion by the therapist. Except 
for one member (the most advanced in 
therapy prior to entering the group, and 
the most advanced in conversion hysteria), 
the group felt relief at being excused from 
making statements that seemed to get the 
individual deeper and deeper “in trouble” 
with other members; here, too, the therapist 
felt that gaining the sense of group belong- 
ingness held top priority in the minds of 
all members, including the special indi- 
vidual, who had wished to continue with 
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the questions to satisfy his masochistic 
impulses. In stopping the questions the 
therapist sensed that he was doing the 
group a favor, irrespective of therapeutic 
considerations. 

As to the second group, the children, sev- 
eral of the girls felt a heightened sense of 
anxiety, from which they needed increased 
suggestion by the therapist and the other 
group members. On the whole, however, 
anticlimatic sensations were less apparent 
in the second group, compared to the 
others. 


CONCLUSIONS 


Unless a group has been stabilized, a 
questionnaire like the one presented can 
lead the therapist to lose control of the 
interplay, especially during catalysis, a 
period which is trying and in which the 
loss of control is often inevitable if extrane- 
ous matters are introduced. A form such 
as that outlined above should never be used 
in a group whose members are new and 
unstructured nor in one where the thera- 
pist has not had considerable experience 
in the practice of group psychotherapy, 
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RABBI ROBERT L. KATZ 


The role of the father 


We turn to religion for a vision of “what 
ought to be”; for the diagnosis and allevia- 
tion of specific difficulties and pathologies 
we turn to the therapeutic professions. But 
they too are concerned with more than 
the therapy of specific patients. All of 
us are concerned with parent education; 
many of us who are parents seek guiding 
principles and goals in family living above 
and beyond coping with today’s or tomor- 
row's problems and crises; and as citizens 
we want the father to shape character and 
social responsibility in our children. Re- 
ligion should contribute values of basic 
human interest. At the same time it can 
borrow from psychoanalysis as it tries to 
understand the affective components, the 
emotional realities which its long cherished 
ideals and insights symbolize and drama- 
tize. We need a two-way passage between 
religion and psychiatry. As religionists we 


some psychological 
and religious views 


often keep alive our religious symbols and 
preserve our religious insights, content to 
repeat forms and rituals. We do this even 
after having lost the key to their basic 
meaning for the individual who waits for 
church to help him find answers here and 
now. 

Although relations between religion 
and psychiatry currently are taking a turn 
for the better, we still use stereotypes and 
fail to appreciate that profound changes 
have taken place in both the theology and 
the institutions of modern religion. Freud 
created his own categories of religion: it 
was authoritarian, escapist, a kind of mass 
neurosis. He dismissed liberal religion as 
no-religion and admits in his Civilization 


OSSE a A RETT 
Rabbi Katz delivered this paper at an Institute on 


Religion and Psychiatry in St. Louis, October 5, 
1956 at Temple Shaare Emeth. 
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and its Discontents! that “in my Future of 
an Illusion, 1 was concerned much less with 
the deepest sources of religious feeling than 
with what the ordinary man understands 
by his religion.” Many religionists share 
with Freud a distaste for antiquated con- 
ceptions of an autocratic deity, agreeing 
with his opinion, as expressed in The 
Future of an Illusion, that “culture incurs 
a greater danger by maintaining its present 
attitude to religion than by relinquishing 
it"? Freud's fear that men would be 
coerced into submission by religious dogma 
and reduced to helpless dependence on all- 
powerful authority has been only partly 
justified. But modern religion does not 
keep man in chains. In our society other 
forces deny him freedom. 
Freud's discussion of the father symbol 
and the role of authority in the family 
and in society hardly represent the realities 
of American family and religious life today. 
At the very core of our discussion of the 
role of the father is the question: “Where 
has the authority of the father gone?” Or 
the question; “What kind of fatherly au- 
thority is needed by the child and what 
means have we in our new type of 
democratic, non-authoritarian society for 
strengthening father for his indispensable 
tasks?” No longer does the father sit at 
the head of the American middle-class 
table as a patriarch-priest, symbolizing a 
rigid code, commanding obedience or rev- 
erence as the human, everyday counterpart 
to an all-powerful deity. At his best, dad 
or pop is the captain of the team. Some- 
times he is cast in the role of a grey-haired 
sibling. Less jealous for the authority and 
responsibility of his office than for the 
freedom and self-expression of his children, 
the modern father chafes under the burden 


1 London, Hogarth Press, 1953, 23. 
2London, Hogarth Press, 1928, 62. 
8 New York, Oxford University Press, 1947, 141. 
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of his increasing years, envies the youth o 
his children, and struggles to remain 
peer. The home itself is no longer 
castle presided over by the king and ju 
The historic fatherly roles have been taken 
over by other agencies. As Max Ho 
mer wrote of the child in his Eclipse 
Reason? “He continuously responds 
what he perceives about him, not o 
consciously but with his whole being, e 
lating the traits and attitudes represented 
by all the collectivities that enmesh him 

his play group, his classmates, his athlet 
team, and all the other groups that, 
has been pointed out, enforce a more strict 
conformity, a more radical nd 
through complete assimilation, than any 
father or teacher of the nineteenth century 
could impose.” 


and the spiritual leader or “father figure" 
of the congregation have changed. Ameri- 
can middle-class religion shows signs of a 
religious revival but this is more architec 
tural than spiritual. Although here 
there truly self-conscious individuals 
for religious values and show an i 
in theology that would have been unthink 
able in the twenties or the thirties, 4 
can religious life is formal and 
respectable to a fault. It lacks depth of 
conviction and its leaders rarely command 
respect as symbols of unconditioned 
transcendent truth. Where is the ty 


today hears of the war of science 
religion? Cordiality towards the minister 
and attendance at church or temple on 
special occasions are almost indices of 
middle-class respectability, of thorough con- 
formity to the prevailing pattern of a 
secularized religion. It is but one of many 
easily harmonized expressions of the An 
ican way of life. The modern pastor Ol 
rabbi no longer evokes fear of repressive 


authority, Like the American father, he 
is more of the “pal” and the “brother 
figure.” To be sure, this new role might 
aiford more opportunities for empathy 
than the forbidding and aloof minister of 
yesterday but too often the minister him- 
self responds to the same cucs at does 
the layman. He avoids taking mands that 
would damage the popularity of the pulpit. 
This is not a Weakness of individuals but 
a fault of our age which enforces anxiety 
over disapproval. The congregation is no 
longer fluent in the biblical sources and 
rarely is gripped by a feeling of awe and 
wonderment in the presence of God. The 
older traditions of a God of judgment 
hardly touch the feelings of the well- 
adjusted middle-class Jew or Christian. He 
has fears but he fears different objects 
from the older father symbols. 

Even if the picture has been overdrawn, 
it is clear that familiar and religious sym- 
bols have lost much of their force. We 
must therefore reexamine the role of the 
father, keeping in mind that many of 
Freud's strictures about the repressive qual- 
ities of the earthly and divine fathers are 
not so pertinent as before. The power of 
the father has been broken. But we our 
selves must still learn how to be fathers 
and to fulfill many of the functions tra- 
ditionally assigned to the father. We have 
so long protested the abuses of fatherly 
authority and we are so imbued with the 
traumas of the fatherson relationship that 
we have been all too prone to neglect its 
creative and necessary side. In psychiatric 
literature too, particularly the popular 
kind that is so much a part of our psy- 
chology-centered culture, the fatherly role 
has been greatly overshadowed by the 
motherly role and the stress on the emo- 
tional security of good mother-child rela- 
tionships. 

Our theme of the importance of the 
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father in the shaping of character amd in 
the child's preparation for the miè of 
leaving his own parents to become à par 
ent, a citiven and an individual in hi ows 
unique individuality is 


a model of the father a a teacher and as 


an agent of blessing. He is in religious 
language a model and a force helping each 
and 


sense of identity. 
a value in the fatherly role today is 
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child to achieve a sense of integrity and 
individuality at the same time that he 
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learns how to participate in the commun- 
ity. There is no irreconcilable conflict 
between these two goals. The good father 
is the symbol, the embodiment of this type 
of personality. He gives to his son an 
example to follow, he is the father and 
the teacher, to use an oft-repeated phrase 
of Talmudic literature. He is not cast 
one-sidedly in the role of one who frustrates 
and stands in the way of the child who 
knows what he wants to be. He is a neces- 
sary part, an asset rather than a liability in 
that process by which the child comes to 
learn what he wants to be. Psychoanalysis 
too asserts that the child makes a temporary 
identification with the father and thus takes 
the first step towards becoming familiar 
with the masculine adult role. Our reli- 
gious sources do not make these uncon- 
scious processes explicit but they imply the 
Strategic importance of the father as a 
moral teacher, a guide who helps the child 
achieve his humanity. 

There is a confidence and optimism 
about parent-child relationships in the 
Biblical sources. This contrasts strongly 
with the more pessimistic themes in the 
Greek plays that Freud used to illustrate 
his theories of the father-son relationship. 
In the Greco-Freudian view of family life 
the competition of father and son was 
stressed. While so-called normal people suc- 
ceed in passing through the oedipal period 
without excessive scars and patients liberate 
themselves through the analytic relation- 
ship from crippling conflicts over the issues 
of authority vs. individuality and freedom, 
son and father in the religious view have 
a more creative, harmonious and less haz- 
ardous relationship. Just as the Biblical 
view, at least the Hebraic view, of man is 
far more affirmative and hopeful than the 
fatalism of the Greek view so congenial 
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to Freud, so the father is viewed as the 
one who teaches and blesses his sons. The 
father occupies a position of dignity and 
respect. Children, according to the fifth 
commandment, are bidden to honor their 
parents, for the elders stand almost in 
the place of God (Kiddushin 30b). A 
Talmudic source reads: “Our rabbis taught: 
there are three partners in man, the Holy 
One blessed be He, the father and the 
mother. When a man honors his father 
and his mother, the Holy One blessed be 
He says, ‘I ascribe (merit) to them as 
though I had dwelt among them and they 
had honored Me.’” Now it might be 
thought that God was invoked merely as 
an ally for the parents in the inevitable 
and pitiless struggle for power between the 
young and the old. The Oedipus cycle of 
plays would have us believe that there is 
a blind instinctual struggle which is in- 
evitable in the nature of man. Freud him- 
self used the phrase “man is wolf to man.” 
In his world-view the struggle between eros 
and thanatos was evenly matched with the 
edge given to the latter. In Judaism, the 
presence of destructive forces in man was 
fully recognized but love was destined to 
triumph because this was God’s will and 
man was fully capable of living up to his 
own potentialities, as a child of one God, 
a partner with Him in the work of creation. 

Religion does not feel that the arbitra- 
tion of a power struggle between the father 
and the child is the central issue. It is not 
a compromise that is sought but a relation- 
ship of love and responsibility. The con- 
trast between the Hellenic and the Hebraic 
views on the parent-child relationship was 
pointed up by the late Dr. Erich Wellisch in 
his Isaac and Oedipus.’ The Oedipus myth 
ends in parricide. In the Biblical story, 
Abraham, about to offer his son Isaac as 
a sacrifice, withholds the knife. Abraham 
and Isaac, father and son, are henceforth 


bound together in a covenant of love. The 
theme is one of love triumphant over com- 
petition and fear. To quote Wellisch: 
“The amplification of Abraham's object- 
love was directed to Isaac in the first place 
but embraced all human beings and, be- 
cause of the promise attached to the call, 
even future generations. It was a love 
which aimed at the happiness of all man- 
kind in a purified and redeemed world. 
This mental attitude is messianic love. It 
became the most dynamic moral power of 
Judaism and Christianity with widespread 
cultural effects.” 

In seeking the Biblical model of the 
father figure, we find in Abraham—called 
in Jewish tradition avinu—our father, the 
prototype of the moral teacher, the man 
who blessed his sons, the pioneer first to 
grasp the reality of the One God, the friend 
of God, the champion of justice. 

Biblical literature reflects a patriarchal 
system; it no doubt enhanced a family sys- 
tem where fatherly authority was absolute. 
The laws concerning the rebellious son, 
Jephthah’s sacrifice of his daughter, the 
presence of legal codes, obedience to which 
was enforced by an uncompromising Di- 
vine King whose power was absolute—these 
authoritarian themes are of course to be 
found in Biblical literature, but far more 
relevant to our needs and far more con- 
genial to our views are other glimpses of 
a loving and compassionate Father in 
Heaven. 

There are frequent comparisons between 
God who chastens his people out of His 
love and the father who chastises the son. 
In Proverbs 3.16 we read: “For whom the 
Lord loveth, he correcteth even as a father 
the son in whom he delighteth.”® In the 
prophetic literature God the Father chas- 
tens His people out of compassionate love. 
In Jeremiah 31.20 we read: “Is Ephraim a 
darling son unto Me? Is he a child that 
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is dandled? For as often as I speak of him 
I do earnestly remember him still; There- 
fore My heart yearneth for him, I will 
surely have compassion upon him, saith the 
Lord.” The same fatherly endearments 
were voiced in Hosea 11.3: “And I, I 
taught Ephraim to walk, taking them by 
their arms; but they knew not that I 
healed them.” In Psalms 103.13 the pity of 
a father for his child is taken as a symbol 
of the father-son relationship: “As a father 
pities his children, so the Lord pities those 
who fear him.” A father’s identification 
with his son appears in the words of David, 
mourning for Absalom (2 Samuel 19.1): 
“O my son Absalom, my son, my son 
Absalom, would I had died for thee, O 
Absalom, my son, my son.” 

The role of the father as teacher fre- 
quently appears in the book of Proverbs 
in such well-known verses as 22.6, “Train 
up a child in the way he should go, and 
even when he is old, he will not depart 
from it,” and 13.24, “He that spareth the 
rod hateth his son; but he that loveth him 
chasteneth him betimes.” We are reminded 
of the values of the father’s teachings by 
the statement: “My son, keep the command- 
ment of thy father and forsake not the law 
of thy mother. When thou walkest it shall 
lead thee; when thou sleepest it shall watch 
over thee and when thou awakest, it shall 
talk with thee.” The prophet Isaiah 
(54.18) wrote: “And all they children shall 
be taught of the Lord; and great shall be 
the peace of thy children.” Other verses, 
such as those in Deuteronomy, where the 
commandment to teach one’s sons follows 
the call to love God with all one’s heart 
(Deuteronomy 6.4) remind us of the role 
of the father as a teacher of morality as 
early as Biblical times. Part of the process 
of education is to gain a feeling of rever- 


oe 
e Also Deuteronomy 8.5. 


521 


ence and awe for one’s parents. With our 
contemporary appreciation of the role of 
family life as a possible breeding ground 
for neurotic conflict and for juvenile de- 
linquency, we can appreciate the power of 
the statement in Malachi 3.23: “Behold I 
will send you Elijah the prophet before 
the coming of the great and terrible day of 
the Lord. And he shall turn the heart of 
the fathers to the children and the heart of 
the children to their fathers. Lest I come 
and smite the land with utter destruction.” 

Of particular interest to us in our pre- 
occupation with the authority of the father 
are such passages as the fifth command- 
ment (Exodus 20.12) dealing with filial 
piety, the admonition in Exodus 21.17 
against cursing one’s parent or in Leviticus 
19.3: “Every man, his mother and his 
father, ye shall fear.” In Jewish teaching, 
filial piety is closely associated with the 
will of God. Parents must teach the child 
a moral code which is binding upon both. 
The Hebrew word for “honoring” which 
appears in the fifth commandment is the 
same word that is used to designate the 
glory or the power of God. It represents 
the schechinah or divine radiance. Not 
mere submission to arbitrary human au- 
thority is demanded but acceptance and 
loyalty to the moral code and to the will 
of God. Of the more authoritarian pas- 
sages we might cite Exodus 34.17 with its 
description of God visiting the iniquity of 
the fathers upon the children, a reference 
preceded, incidentally, with the words 
“merciful and gracious.” That children 
shall not be punished for the sins of the 
fathers is the well-known theme of Ezckiel 
18.4. 

Only passing reference can be made to 
post-Biblical literature dealing with the 
role of the father. A famous passage (Kid- 
dushin 29a) lists the fatherly roles most 
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explicitly: “The father is bound in respect 
of his son to circumcize him, redeem him, 
teach him Torah, take a wife for him, and 
teach him a craft. Some say to teach him 
to swim too.” He is one who initiates him 
into the community, provides moral in- 
struction, helps him to build his own fam- 
ily, and serves as a vocational counselor. 
He has duties vis-a-vis his daughter too. 
If he was not enjoined as strongly to teach 
the daughter, he was to help her towards 
her wifely and motherly roles. The rabbis 
based their view on Jeremiah 29.6 and 
commented on the phrase “give your 
daughters to husbands.” How was this to 
be done? The daughter should “be 
dowered, clothed, and adorned, that men 
should eagerly desire her” (Kiddushin 30b). 
An elaborate system of education was speci- 
fied in rabbinic lore but of special interest 
to us is the insight concerning the extra- 
ordinary value which accrues to the son 
who was taught by his father. “A son who 
learns from his father, it is as though he 
had received his instruction at Mount 
Sinai” (Kiddushin 30a). Parental instruc- 
tion has all the vividness and immediacy 
of a direct revelation of God. We close 
these selections from religious sources with 
one of the noblest formulations of the 
father’s role (Yebamoth 62b): “Our mas- 
ters have taught: He who loves his wife 
as himself, and honors her more than him- 
self; who leads his sons and daughters in 
the straight path, and marries them near 
their time of maturity, to his house, the 
words of Job (5.24) apply, “Thou shalt 
know that thy tent is peace.’ ” 

Since we are concerned with general re- 
ligious values, we shall not describe the 
historic Jewish home and the patriarchal 
role of the Jewish father except to comment 
that the modern Jewish family tends to 
take on the coloration of the middle-class 


American family and inherits the same role 
conflicts. The American Jewish family too 
needs to rediscover the role of the father 
as teacher, as responsible authority, as limit- 
setter and as a model for identification. 
Therese Benedek’s description of the con- 
temporary father? would apply to Jewish 
as well as non-Jewish fathers in our culture: 
“The personality of the father seems weaker 
now that it is not supported by tradition; 
actually at present it must be more elastic, 
more adaptable, and therefore stronger 
than it was in earlier periods, since he has 
to hold out without the traditional support 
and often under attack—for he may be ex- 
posed to the open competition of his wife 
and even to the criticism of his children.” 

That a strengthening of the role of the 
father is necessary for the child's emotional 
and moral development there is little 
doubt. We are also convinced by stu- 
dents of contemporary society, such as Dr. 
Fromm, that our generation is coerced by 
a social order which represses individuality, 
which makes marketability the supreme 
judge of values. If autocratic paternal 
authority is not the issue of our age as 
it was possibly of Freud's, the authority of 
the state and of the economy is as absolute 
and as destructive of individuality as the 
most tyrannical father. As Herbert Mar- 
cuse indicated, the father “restrained in the 
family and in his individual biological 
authority is resurrected, far more powerful, 
in the administration which preserves the 
life of society.” 8 

How can we persuade our children to 
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honor their father and their mother? How 
can we help the modern father realize that 
his fatherly responsibilities are more than 
biological. The rabbis taught that he who 
begets the child is not called father—only 
he who trains and raises up the child 
(Shemoth R. 46). Does this not mean that 
we are asking children to resist enormous 
pressures for conformity in a commodity- 
centered culture? Does this not mean that 
we are asking the father to give to the child 
that which he lacks in himself—a sense of 
identity, a sense of confidence in his own 
values, and a respect for his own integrity 
as a man who bears the image of the 
divine? The modern father is hard put to 
discover what it is that he himself wants 
to be. He is not content with the model 
that our culture today holds out for him. 
He himself suffers from what the great 
Protestant theologian Paul Tillich calls the 
“anxiety of doubt and meaninglessness.” 
He therefore leaves it to the “expert”—the 
rabbi or the pastor to teach his children. 
He himself has given up, saying “Rabbi, 
I'm not religious but I want my children 
to have a religious education.” 

Religion provides us with truths and 
values about the fatherly responsibilities. 
Modern psychiatry and social science help 
diagnose the ills and needs of our time. 
Their discoveries help us recover our own 
respect for religious insights. The indi- 
vidual and the social order are the patients. 
But how shall the work of healing begin? 
We cannot restore family values in a 
vacuum nor can we neglect the individual 
in a program for social change. We cannot 
urge the parent and the child to concen- 
trate on their private salvation, for there 
can be no salvation without a sense of 
community and without a wise reverence 
for the supreme father symbol—God. 

A religious view, while not a program 
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for action, would remind us who are par- 
ents, teachers, healers and citizens of veri- 
ties in whose defense we may never relax. 
Psychoanalysis unfailingly reminds us that 
without self-respect man is hopelessly di- 
vided against himself. We must help the 
child while he is still young and when the 
child in time becomes a father he con- 
tinues to need encouragement. For such 
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courage, we might turn to the ancient 
teaching which reminds man of his invio- 
lable dignity as a child of God. According 
to the Mishnah (Sanhedrin 4.5) as inter- 
preted by Kohler, man was created single 
that he might know that he forms a world 
for himself, and the whole creation must 
aid him in unfolding the divine image 
within himself, 
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An evaluation of group methods 


There is an increasing interest in educa- 
tion about the social and emotional aspects 
of child development. Parents, teachers 
and school administrators are seeking help 
with the problems of personal adjustment, 
which they are beginning to recognize more 
clearly. Counselors, teachers and psychol- 
ogists are looking to the behavioral sciences 
—psychology, sociology and psychiatry— 
for new and improved methods of instruc- 
tion and treatment. 

In the last decade a developmental 
change in the field of mental hygiene seems 
to have occurred. The literature has 
always been replete with lists of do’s and 
don'ts and with stated principles of mental 
hygiene. Although these have proved of 
certain value in the field of education there 
was something lacking that prevented their 
popular application. 

Teachers continued to be faced with 
the problem of “how?” Because of a lack 


in mental hygiene 


of instructional methods and materials, the 
principles and recommendations were not 
implemented in classroom activities. The 
educational psychologists and mental hy- 
gienists had assumed that a teacher who 
possessed a knowledge of the principles of 
mental hygiene would learn the skills, adopt 
the appropriate attitudes and develop the 
materials which were necessary to teach 
mental health successfully. 

For some time now teachers and educa- 
tors have given lip-service to the teaching 
objective: “the all-round development of 
the child.” They seem to be at a loss, 
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This article is a summary of Dr. Leton’s Ph.D. 
thesis, “An Evaluation of Certain Methods of 
Teaching Mental Hygiene,” written under the 
direction of Dr. Willis E. Dugan at the University 
of Minnesota. Dr. Leton is now an assistant 
professor in the School of Education at the Uni- 
versity of California at Los Angeles. 
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however, to carry this objective from the 
verbal level to the action level in the 
classroom. 

Efforts are now being made to improve 
social and emotional learning through spe- 
cific programs of mental hygiene. Since 
the introduction of preventive psychiatry 
materials, a variety of techniques have been 
prescribed for teaching mental health. 
Some of these have come from the field of 
education itself, others from clinical psy- 
chology, social group work, psychiatry and 
medicine. Until these recent developments 
in methodology, teachers who wished to 
help students toward a better understand- 
ing of themselves and others had no clearly 
defined method by which they might ac- 
complish this goal. The task remains for 
educational research to test the application 
of these methods in experimental situations. 


STATEMENT OF THE PROBLEM 


The purpose of this experiment was to 
evaluate the effectiveness of certain rep- 
resentative methods of teaching mental 
hygiene under a uniform set of conditions 
and with standard instruments of appraisal. 
The four methods which came under con- 
sideration were the following: Bullis’s (5, 6) 
human relations classes, mental hygiene 
movies (8, 14, 18), sociodrama and role- 
playing (9, 11, 12, 16, 17, 21), and hobby 
and crafts activities (19, 22, 23). Although 
these are not comprehensive of all the 
methodology in this field, they are some- 
what representative. They are compa- 
rable in that all elicit group discussion on 
problems of personal adjustment through 
the use of stimulus materials and group 
activities. They are also distinct from each 
other in that they involve different teach- 
ing procedures and are based on different 
theories of personality, therapy and learn- 
ing. A uniform set of conditions prevailed 


526 


in evaluating these methods because all 
the experimental groups contained the same 
number of students, met for the same 
length of time and held the same number 
of meetings, and were guided by a com- 
mon set of objectives and by counselors 
with comparable experience and training. 


DESIGN AND PROCEDURES 
OF THE EXPERIMENT 


The experiment was conducted for two 
consecutive years in four high schools in 
St. Paul, Minn. ‘The Bell Adjustment 
Inventory (2) was administered to the 
ninth grade class at the four participating 
schools. Students who received a rating of 
unsatisfactory or very unsatisfactory on the 
total score were screened for the experi- 
ment. Using systematic sampling proce- 
dures we assigned thirteen students to each 
of the experimental and control groups 
from the pool provided by the screening 
instrument. The total investigation con- 
sisted of eight separate and independent 
experiments, and each experiment had its 
own experimental and control group. 

Table I indicates the framework of the 
experiment. 

A statistical test (critical ratio) of the 
proportions of students receiving deviant 
scores in each of the two years was carried 
out. It was found that the two years were 
comparable in this respect. It was also de- 
termined through the use of the chi-square 
test that the four schools were comparable 
in the proportions of students who received 
deviant scores on the Bell Inventory. 

The School Inventory (3) and the Rogers 
Test of Personality Adjustment (20) were 
then administered as additional pre-tests. 
Attendance data and a numerical composite 
of grades for 1952-53 were also obtained. 
Ratings on a Social Distance Scale, adapted 
from Bogardus (4), were obtained from the 
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NINTH GRADE 2ND SEMESTER 1952-53 


NINTH GRADE 2ND SEMESTER 1953-54 


School method Grade N N N; N; Method Grade N N N, N, 
1 Activity 236 48 13 13 Sociodrama 231 45 13 13 
2 Bullis 254 52 13 13 Movies 259 43 13 13 
3 Sociodrama 110 26 13 13 Activity 128 24 12 102 
4 Movies 447 113 13 13 Bullis 322 72 13 13 


1 Grade N is the number of students in the ninth grade class, N is the number of students with deviant 
scores, N, is the experimental sample, and N, is the control sample. 


2 Two students from this control group dropped out 


experimental group at School 3 in the first 
meeting. 


SELECTION AND TRAINING 
OF GROUP LEADERS 


The selection of the group leaders in this 
experiment was made on the following 
basis: 


1. They were known to have very good 
relationships with students, and were rec- 
ommended by two or more administrators. 


2. They had shown a previous interest in 
curriculum improvement by participating 
on committees and in professional organ- 
izations. 

3. They had previous knowledge of or ex- 
perience with the methods that were to be 
used in the experiment. 


The writer then carried out an in-service 
training program with the group leaders: 
1. To familiarize them with the particular 
methods that were to be used in the groups. 
2. To define a common set of objectives 


that would be relevant to each of the 
four methods and acceptable to the groups. 


of school before the experiment was completed. 


3. To familiarize them with the theory and 
literature relating to these methods. 


4. To give them practice in the use of 
Bullis’s stories, sociodrama and tape re- 
corders. 


5. To familiarize them with movies and 
discussion techniques. 


The training program consisted of four 
meetings and additional informal contacts 
in which the methods and materials were 
discussed, 

Information about the group leaders’ 
educational qualifications and work experi- 
ences was obtained. Their personal char- 
acteristics, attitudes and values were meas- 
ured with the following tests: Minnesota 
Multiphasic Inventory (10), Minnesota 
Teacher Attitude Inventory (7) and All- 
port-Vernon Scale of Values (1). The data 
thus provided were not analyzed. If com- 
plete replications of methods and leaders 
would have been possible their differential 
effects could have been determined. Be- 
cause of the group leaders’ comparability 
in training and experience background it 
was assumed that they were comparable as 
treatment agents. 
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EXPERIMENTAL TREATMENTS 


Weekly meetings were then held with each 
of the experimental groups for one semes- 
ter during which the methods under con- 
sideration in this study were utilized. There 
were no special meetings for the students in 
the control groups, except for administra- 
tion of pre-tests and post-tests. Beyond the 
in-service training program and the choice 
of methods and materials there were no 
further experimental controls over the 
group leaders. 

The mental health discussion was di- 
rected toward a possible identification, 
understanding and amelioration of the un- 
known etiological factors which had dis- 
posed the students toward poor adjustment. 
The basic hypothesis in this experiment 
was that group techniques for mental 
health could produce demonstrable changes 
in the criteria of students’ adjustment. 
POST-TESTS AND OTHER 
EVALUATIVE DATA 


The Bell Adjustment Inventory, the Rogers 
Test of Personality Adjustment and the 
School Inventory were administered to all 
4roups. Attendance data and the numeri- 
cal composite of current subject grades 
were obtained for 1952-53. Typescripts 
were made from tape recordings of the 
group at School 2 in 1952-53. The Social 
Distance Scale was readministered to the 
group at School 8. An Opinion Inventory 
was obtained for all students in experimen- 


tal groups 1953-54 and at School 4 in 
1952-53. 


RESULTS ON 
ADJUSTMENT INVENTORIES 


Hypothesis z. There are no significant 


changes resultant to courses in mental hy- 
giene on the following criteria of adjust- 
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ment: the Bell Adjustment Inventory, the 
School Inventory and the Rogers Test of 
Personality Adjustment. 

The analysis of variance technique com- 
pares the variation to which the experi- 
mental and the control groups were sub- 
ject. Ifmembers of the experimental group 
show positive Changes in their adjustment 
scores that are not also seen in the control 
groups, the results may be attributed to 
the educational treatments. 

The analysis of covariance increases the 
precision of this experiment by eliminating 
the variation on the pre-test means. 

Table II summarizes the findings from 
the analysis of variance and covariance on 
pre- and post-test means. 


Conclusion: The findings from the analyses 
of variance and covariance were predom- — 
inantly negative. Consistent changes in 
favor of the experimental post-test means 
were not observed. i 

Out of 48 analyses of pre- and post-test 
means there were only four that showed 
significant positive change and there were 
two instances in which the change was 
toward poorer adjustment. In 40 of the 
48 analyses the null hypothesis was ac 
cepted. 


EVALUATING SCHOOL 
ATTENDANCE AND GRADE DATA 


Hypothesis 2. There are no significant dif- 
ferences between the experimental and con: 
trol groups on the following behavioral 
data: School attendance; course grades. 


Conclusion: One of the control groups res s 
ceived significantly better grades than did 
the experimental group. This was a Te 
versal from the desired direction. One 
experimental group showed significantly 
better school attendance than its control 
group. The null hypothesis was accepted 
in six of the eight analyses. 


= 


EVALUATING STUDENTS’ OPINIONS 
An inventory of the students’ opinions 
about the meetings was obtained for five 
of the eight groups. Positive, neutral and 
negative reactions were indicated by their 
choices from 36 statements about the group 
members, the leader, the activities and their 
experiences in the meetings. 


TABLE II 


Group Methods 


LETON 


Hypothesis 3. There is no difference be- 
tween the observed distribution of students 
responses on the Opinion Inventory and a 
theoretical distribution which would occur 
by chance. 


Conclusion: In analyzing the responses for 
the five groups we found that théir opin- 
ions were predominantly favorable. 


Summary of results of analyses of variance and covariance 


_——— ee ee eee, 


YEAR 
AND 
SCHOOL METHOD Bell 
1952-53 
1 Activities <1.0 NS. 
2 Bullis’ 1.3 NS. 
3 Sociodrama 215.8 Sa 
4 Movies <1.0 NS. 
1953-54 
1 Sociodrama <1.0 NS. 
2 Movies <1.0 NS. 
3 Activities <10 NS. 
4 Bullis’ <10 NS. 
1952-53 
1 Activities <1.0 NS. 
2 Bullis’ 2.72 N.S. 
3 Sociodrama 113.0 S.: 
4 Movies 3.50 N.S. 
1953-54 
1 Sociodrama <1.0 NS. 
2 Movies <1.0 NS. 
3 Activities <10 NS. 
4 Bullis’ <1.0 NS. 


NS. indicates that the differences between mean scores was not significant; 


ences existed. 
1 Indicates that variances 
equal means and variances. 


2 Indicates that the post-test scores for the experimen 


trol group, a reversal from the desired direction. 


were not homogeneous. Thus $ may be an indica 


F RATIOS FOR ANALYSIS OF VARIANCE 
Sane ee ee se E 


School Rogers 
10.01 $ <1.0 NS, 
1.12 N.S. <1.0 NS. 
4.35 S <1.0 NS. 
<1.0 NS. 3.39 N.S. 
<1.0 NS. 4.49 S.2 
1.5 NS. 3.0 NS. 
<1.0 NS. <1.0 NS. 
<1.0 NS. <1.0 NS. 
6.52 S <1.0 NS. 
1,49 N.S. <1.0 NS. 
4.17 NS. <1.0 NS. 
5.84 S 3.24 N.S. 
<1.0 NS. 5.08 S.2 
1.32 N.S. 2.28 N.S. 
1.47 N.S. <10 NS. 
<1.0 NS. 4.71 8.2 


S. indicates that mean differ- 


tion of unequal means or un- 


tal groups were significantly higher than for the con- 
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for five experimental groups 
YEAR SCHOOL POSITIVE NEUTRAL NEGATIVE TOTAL 


1952-53 
1953-54 
1953-54 
1953-54 
1953-54 


ROD =o 
= 
= 
~ 
oe 
= 
æ 
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TOTAL 430 193 85 708 


TABLE V 


Chi-square test of agreement between the observed 
and the theoretical distribution of opinion responses 


OBSERVED THEORETICAL (Ef) 
CATEGORY FREQUENCY FREQUENCY fi 


Positive 430 286 159.5 
Neutral 193 236 7.8 
Negative 85 286 96.6 


TOTAL 708 708 X2 — 263.9 
P< .001 
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TABLE Il 
Summary of results of analyses of variance 
in grade and attendance data 
ee eee 
YEAR F RATIOS 
AND 
SCHOOL METHOD Attendance Grades 
eee 
1952-53 

1 Activities 3.18 N.S. 3.89 N.S. 

2 Bullis’ 1.85 N.S. ES 

3 Sociodrama 10.3 N.S. 1,65 N.S. 

4 Movies <1.0 NS. 2.19 NS. 
ERITA ME OTE Ta EN SS 
TABLE IV 
Distribution of opinion responses 


TABLE VI 


Extent of participation in discussion 


and improvement in adjustment scores 
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STUDENT NO. 1 2 3 4 


Improvement 52 37 Tornat 
in Bell scores 

Number of 13 132 30 67 
statements 
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Separate analyses were made for each of 
the five groups and it was found that the 
favorable opinions existed in all but one 
group, School 4, 1953-54. Many of the 
neutral statements were favorable in some 
respects, and this may account for the 
large number of neutral responses in sev- 
eral groups. 


EVALUATING PARTICIPATION 
IN DISCUSSION 


In determining the extent of participation 
in discussion the typescripts of the tape 
recordings for School 2, 1952-53 were 
analyzed. This is the only group for which 
these were available. A count was made 
of the number of statements by each stu- 
dent without regard for the length of the 
statement or the number of words spoken. 
This was accepted as a measure of the 
“verbal pressure” to participate. Table VI 
indicates the improvement in adjustment 
Scores and the extent of participation in 
discussion. 


Hypothesis 4. There is no significant re- 
lationship between the amount of improve- 
ment in adjustment scores and the extent 
of participation in group discussion. 

The correlation coefficient between these 
two variables is found to be +-.14. Utiliz- 
ing the “t” test it was found that this 


relationship is not significantly greater than 
zero (t=.47, .7>p>.6). The null hypoth- 
esis was accepted. 


EVALUATING SOCIAL ACCEPTANCE 


The Social Distance Scale was designed to 
provide a quantitative measure of the ac- 
ceptance which the group members held 
for each other. The initial and final mean 
ratings are shown in Table VII. 


Conclusions: A “t” test of the mean differ- 
ences was obtained (‘t” = 2.58, p < .05). 
The null hypothesis was rejected, and it is 
concluded that the students in this human 
relations class showed a greater acceptance 
of their fellow members following their ex- 
periences in weekly meetings. 


SUMMARY OF ANALYSES 


There was a total of 56 analyses of variance 
and covariance problems on various criteria 
of adjustment. The null hypothesis of 
equal means was rejected in only six of 
these analyses. There was some indication 
that improvements in school adjustment 
and attendance data could be attributed 
to courses in mental health. The Bell Ad- 
justment Inventory, the Rogers Test of 
Personality and school grades, however, did 
not reflect any significant improvements. 

Two of the analyses which were made on 
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internal criteria were significantly positive. 
These analyses indicated the following: 

1. The opinions of students who partici- 
pate in discussion groups are predominantly 
favorable. 

2. The students show a greater acceptance 
of each other following their experiences in 
discussion groups. The experimental find- 
ings in regard to these criteria appear to 
be significant; however, they do not pro- 
vide conclusive evidence since comparable 
data was not obtainable for control groups. 
The analysis of the extent of discussion and 
changes in adjustment scores failed to show 
a significant relationship between these 
variables. 


INTERPRETATION OF RESULTS 


The burden of the proof of effectiveness 
for these mental health methods actually 
rested with the students, the group leaders 
and the test data. The inability of the 
group leaders or the students to effect 
change, or the inability of the test data to 
reflect such change, would produce non- 
significant results in this experiment. A 
critical step in research on mental health is 
the establishing of adequate criteria of 
effects. 

Before there can be extensive research on 
the methodology in mental health the prob- 


TABLE VII 


Initial and final mean ratings 
on the social distance scale 


STUDENT 1 2 3 4 5 

Initial $.46 3.77 3.38 3:46 $.38 3.08 
mean 

Final 3.69 3.69 3.08 3.54 8.46 3.38 
mean 


lem of training teachers and counselors 
must arise. This research was not designed 
to provide data on such training. The 
justification for any change or additions to 
the present training programs for teachers 
and counselors should be based on its value 
in terms of pupil adjustment and achieve- 
ment. These values have not been demon- — 
strated in the existing research. 

The limitations that existed in this study 
were many, and they are obvious to most 
educational researchers. It is appropriate, 
however, to point out some of the impor- 
tant limitations, First, the length of the 
group meetings may not have been suff- 
cient for the treatment effects to appear. 
Second, the instruments used may not have 
been sensitive to any changes which might 
have occurred. Third, many of the vari- 
ables in regard to the group methods and 
the “treatment agents” were not controlled. 

In future research on mental health an 
attempt should be made to measure the 
long-term effects of such programs. The 
transfer of social and emotional learning 
to life situations is another variable which 
should be considered. 

Many of the principles evolved by group 
therapy and social group could be incor- 
porated into teaching methods in the class- 
room. To create sufficient facilities for 
individual counseling and psychotherapy 


AKURA WAL Lur: URT Tiaa D GABES Tiimi 


8.92 2.92 3.85 3.31 3.15 3.23 3.54 


4.08 3.15 3.92 3.38. 3.38 


seems at present to be an impossible task. 
It would be possible, however, to apply 
some of the practices evolved by group 
therapists for children whose personality 
difficulties have resulted in poor school 
adjustment. Modifications of social and 
clinical group work could also be incor- 
porated into the school guidance program. 
Thus, schools can extend their efforts to 
work with problem children in several 
ways; however, such efforts should be under 
continuous and critical appraisal. 
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Statistical surveys 


in the field of mental disorders 


The need for reliable information about 
the numbers of patients being admitted to 
and discharged from mental hospitals and 
the incidence of mental disorders in the 
community has long been recognized. Pol- 
lock (21), describing the development of 
statistics of mental disease in the last cen- 
tury in the United States, points out that 
the problems of producing useful statistics 
were being commented on over 100 years 
ago. He quotes Dr. Isaac Ray, superintend- 
ent of the Butler Hospital for the Insane at 
Providence, R. I., who in 1840 suggested 
that “. . . to make our statistics profitable, 
they should embrace only such facts as are 
intrinsically important, and free from all 
admixture with mere opinion.” 

Reliable statistical data can help both the 


Mrs. Wright and Dr. Ozarin are on the staff of the 
American Psychiatric Association’s architectural 
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administrator and the psychiatrist. The ad- 
ministrator concerned with the provision of 
facilities for the care and treatment of the 
mentally ill needs to know the prevalence 
of mental illness in the community as well 
as the nature of the case load which will 
result. The psychiatrist hopes that such 
knowledge will throw light on the etiology 
of mental disorders, which in turn will help 
in the establishment of specific methods of 
treatment. Lemkau (15) has described the 
contribution that epidemiological studies of 
mental disorder can make to psychiatry. 


PREVALENCE AND INCIDENCE 


Two main methods of studying the preva- 
lence of mental illness have been adopted. 
The first aims at a complete enumeration 
of all cases of mental illness in a defined 
population. The second assumes that those 
being treated for mental illness represent 
exactly the prevalence in the population. 
The first method, in spite of its inherent 
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difficulties, remains attractive because of its 
essentially logical and exhaustive character. 

Felix and Kramer, who have studied the 
problem of obtaining information essential 
to the planning of mental health services 
for many years, describe some of the diffi- 
culties encountered in this work (6): “Even 
before we can accurately determine the 
number of mentally ill in our population, 
we must first acquire the following kinds of 
basic knowledge: a clear definition of the 
entity we are trying to count; diagnostic 
methods which permit the separation of the 
population into those who have ‘mental ill- 
ness’ and those who do not, and case-finding 
techniques that can be used to detect cases 
of the disease in representative samples of 
different segments of the population. These 
are necessary in order to estimate the gen- 
eral prevalence and incidence of the disease 
with some degree of accuracy and to study 
its differential distribution by race, sex, age, 
geographical location and so forth.” 

A number of attempts, both in this coun- 
try and abroad, have been made to measure 
the total prevalence of mental disorders in 
small communities. Lemkau and others, 
with the support of a grant from the Rocke- 
feller Foundation, made a survey of statisti- 
cal surveys of this type. Their report (16), 
published in 1943, covered all major inves- 
tigations completed and published in the 
previous 15 years, In it, they concluded 
that “. . . poor selection of sample popula- 
tions and insufficient numbers of cases as 
well as differences in investigative methods, 
differences in fundamental concepts and 
differences in diagnosis and classification 
tend to make the available studies of mental 
disorder basically improbable.” 

The most complete studies of this type 
carried out in the United States were made 
in Eastern Baltimore (17) and Williamson 
County, Tenn. (24). Even in these there 
were differences in technique. In the Balti- 
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more survey case-finding was carried out by 
searching the records of the various institu- 
tions and agencies whereas the material for 
the Tennessee study was partly reported by 
key members of the community and partly 
discovered by field workers who spent a 
long time in the community. In the latter 
study nearly all the cases were examined by 
a psychiatrist whereas none were in the 
former. Because of these differences in 
technique and because the areas were so 
unlike in character the results of the two 
surveys are not comparable. However, 
more of these studies have been initiated— 
some of them were described in 1952 at the 
annual conference of the Milbank Memo- 
rial Fund (14) and by Felix and Kramer (6) 
—and they should provide valuable infor- 
mation about the prevalence of mental dis- 
order in different communities. 

At present the most usual sources of in- 
formation about the incidence of mental 
diseases are hospital records. One obvious 
disadvantage of information obtained from 
these sources is that it relates only to per- 
sons whose illness is sufficiently serious to 
warrant admission to hospitals, usually a 
long-stay hospital. Felix and Kramer (7) 
concede that such material does give reli- 
able information about the numbers of pa- 
tients admitted to the hospital, their age, 
sex and diagnosis, but draw attention to 
its limitations: “However, it is difficult to 
use hospital data to generalize about the 
prevalence and incidence of similar dis- 
orders in the general population. We lack 
a basic fact—the relationship between the 
number of persons hospitalized for a given 
disorder and the number of persons in the 
population with the same disorder who 
never reach a mental hospital. Hospitaliza- 
tion rates are a resultant not only of the 
true incidence of mental disorder but of a 
number of factors such as availability of 
mental hospital beds, public attitudes to- 
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ward hospitalization, and availability and 
use of other community resources for diag- 
nosis and treatment (for example, general 
hospitals with psychiatric treatment serv- 
ices, psychiatric clinics and private psychi- 
atrists).”” 

In fact, admissions to hospitals probably 
reflect provision rather than incidence and 
are known to increase as more facilities 
become available. 


FIRST ADMISSIONS 


Notwithstanding these limitations, the sur- 
veys which have been made of first admis- 
sions to mental hospitals comprise the 
greater part of our knowledge of mental 
disorders. The numbers of first admissions 
do give a moderately reliable index of in- 
cidence in those areas which have a long 
tradition of adequate provision of facilities 
for the care and treatment of the mentally 
ill. Fortunately Massachusetts and New 
York State, which have provided some of 
the most comprehensive statistics on mental 
disorders, have both had a history of at- 
tempting to serve the needs of the com- 
munity. 

One of the most impressive analyses of 
hospital admissions was that made by Day- 
ton (2) of 89,190 cases admitted to mental 
hospitals in Massachusetts during the pe- 
riod 1917-33 inclusive. This study was not 
designed to give detailed information about 
individual patients and their treatment but 
to give a broad picture of the whole prob- 
lem of mental disorder: “Rather than go 
behind the scenes and subject individual 
patients to the microscope, we choose to 
stand back and regard these 90,000 admis- 
sions to mental hospitals as one huge indi- 
vidual. . . . The fact of admission to a 
mental hospital will be considered, not as 
the beginning, but rather as the end result. 
From this point we retrace our steps and 
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study certain common influences which af- 
fected all patients before their admission to 
a mental hospital.” 

The factors considered included age, sex, 
marital status, occupation, religion, ances- 
try, geographic location and diagnosis. An 
attempt was also made to correlate the num- 
bers admitted with the degree of unemploy- 
ment at that time and the economic condi- 
tions in the state. 

Comprehensive analyses of the admissions 
to the state hospitals in New York State — 
and Illinois are also available. One analy- 
sis of first admissions to the New York civil 
state hospitals covers the years 1919-21 and 
1949-51 (19). Malzberg found that the 
rate of admission had increased more rap- 
idly than the general population and that 
there had been a notable change in the 
age distribution of those admitted: “Next 
to the increase in absolute numbers, the 
change in the relative distribution of first 
admissions according to age is probably the 
most important difference between the 
1919-21 and the 1949-51 periods. The 
median age for all first admissions increased 
from 40.5 years to 52.1 years.” 

The study of admissions to Illinois state 
hospitals (27) covered the period from July 
1, 1922 to December 31, 1943 and like the 
New York study was concerned with trends. 
One of the most interesting findings was 
that there were definite and repeating pat 
terns of seasonal variation in the admissions 
throughout the years: “. .. the low point in 
monthly admissions each year may be ex- 
pected to occur in November, with a grad- 
ual rise in December and January, then 
followed by a substantial drop in February, — 
after which the increase is steady until the 
peak in admissions is reached during June — 
and July, and is again followed by a steady 
decrease to the low of November. This 
contour for a given year can be evidenced 
for any year in the study... .” 


As in New York State, there was a consid- 
erable increase in the numbers of first ad- 
missions during the period, the rise being 
double the rise in the general population 
during the same period. 

Since 1918, when the first attempts to 
collect standard statistics from all mental 
hospitals were made, the annual census 
Statistics on patients in mental hospitals 
have become increasingly complete. The 
latest report (20) includes an analysis of 
first admissions to 188 state mental hospitals 
by age, sex and diagnosis. The essential 
usefulness of such statistics was described by 
Sheldon, who analyzed the census statistics 
for the period 1933—42 (26): “The census 
Statistics on patients in mental hospitals 
are perhaps of maximum usefulness in pro- 
viding an over-all frame of reference from 
which the results of more detailed and ana- 
lytical studies can be generalized. A knowl- 
edge of the trends in mental disease for the 
country as a whole permits inferences as to 
the representative quality and general im- 
plications of the trends revealed in more 
detailed studies of state statistics.” 

He found that there had been an increase 
in first admissions for the country as a 
whole paralleling those found in the states 
of Illinois and New York, but attributed 
this increase to the increasing numbers in 
the older age groups of the population. 
Dorn writing in 1938 (3), comments: “. . . 
it means that most of the increase may be 
attributed to increase in the expectation of 
life, an increasing proportion of old people 
in the population, increasing urbanization 
and similar environmental factors.” 

Goldhammer and Marshall (9) studied 
the first admissions for the years 1840-85 to 
institutions for the care of the mentally ill 
in Massachusetts and compared the age 
= specific rates with those of the present day. 

_ They concluded that: “When appropriate 
comparisons are made which equate the 
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class of patient received and the conditions 
affecting hospitalization of the mentally ill, 
age specific first admission rates for ages 
under 50 are revealed to be just as high 
during the last half of the 19th century as 
they are today.” 

However, they did find that there had 
been a marked increase in the age specific 
rates in the older age groups, which may 
partly reflect a real increase and partly an 
“increased tendency to hospitalize persons 
suffering from mental diseases of the 
senium.” 

These results have been substantiated by 
the results of a study made in Ontario by 
Wanklin and others (28), who found that 
when the first admission rates to mental 
hospitals for the years 1927-46 were stand- 
ardized against age, the only considerable 
increase was in the admission rates for the 
older age groups. 

The preceding discussion of first admis- 
sions has been primarily concerned with 
their use as measures of the extent of men- 
tal disorders. Many of these studies also 
add considerably to our knowledge of men- 
tal disorder by establishing correlations be- 
tween admission rates and other factors. 
For example, the differences in incidence 
of the various mental disorders at different 
ages are well established. Malzberg in his 
analyses of first admissions to the New York 
civil state hospitals (18) points out that di- 
agnoses must be related to age and sex: “It 
has been shown that the probability of a 
mental disorder, as measured by rates of 
first admissions to hospitals for mental dis- 
ease, varies directly with age, being low in 
childhood and advancing to a maximum in 
old age. However, this trend is character- 
istic only of mental disorders as a whole. 
Individual groups of mental disorders ap- 
pear at different ages, reach maximum rates 
of prevalence at different ages, and decline 
in incidence at varying rates.” 
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One of the earliest attempts to correlate 
the incidence of mental disease with par- 
ticular social conditions was made by Faris 
and Dunham (5) in their ecological study 
of mental disease in Chicago. They exam- 
ined the distribution of the residence of 
patients admitted to mental hospitals with 
major psychoses and found that the rates 
showed a regular decrease from the center 
of the city to the periphery. They also 
found that each of the major psychoses had 
a characteristic distribution with respect to 
the different areas in the city. Thus higher 
rates of schizophrenia were associated with 
the unfavorable economic and social condi- 
tions in the center of the city, and higher 
rates of manic depression tended to be asso- 
ciated with higher rental areas. 

Schroeder (25) compared these results 
with those of studies made in five other 
cities—Kansas City, Milwaukee, Omaha, St. 
Louis and Peoria. He found that these 
studies “tend to verify the findings of Faris 
and Dunham, more completely for total 
rates than for rates by specific psychosis.” 
Because the numbers of cases in these five 
studies were so much smaller than in the 
Chicago study it was not possible to sub- 
stantiate the findings of Faris and Dunham 
on the distribution of particular disorders. 

More recently Wanklin and others (29), 
analyzing the factors influencing the rate of 
first admissions to mental hospitals, found 
that: “Higher rates tended to be associated 
with urban residence; with single, divorced 
and separated marital status; with lack of 
more than eight years of schooling, and with 
recent immigration among the foreign- 
born.” 


DISPOSITION 


Numerous other studies have been carried 
out with more specific aims in view, and in 
general they represent attempts to measure 
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increases in therapeutic effectiveness. No- — 
table examples are the historical study of ` 
disposition of first admissions to Warren j 
State Hospital (13) and the 5-year follow-up — 


study of patients committed to the Boston 


Psychopathic Hospital (1). = 

The historical study of the disposition of | 
first admissions to Warren State Hospital 
was carried out in cooperation with the Na- 
tional Institute of Mental Health “in an 
attempt to unravel some of the problems 
associated with obtaining meaningful meas- 
ures of the rate at which patients are sepa- 
rated from the hospital.” 

This study was the immediate conse- 
quence of an article by Israel and Johnson 
(11) in which they drew attention to the 
need for “the standardization of a new type 
of statistical analysis which will portray 
accurately both to the medical profession 
and to the public the true facts of prognosis 
in mental disease and the progress which 
has been made in therapy.” They pointed 
out that the figures relating to total hos- 
pital populations were primarily concerned 
with the accumulation of chronic patients 
and gave a false impression of the prognosis 
for new patients. 


The study of admissions to Warren State 
Hospital included all patients admitted for 
the first time during four consecutive pe 
riods in the years 1916-50. The study had 
the definite objective of recording how 
many patients were released to the com- — 
munity, how many died in the hosiptal and | 
how many remained in the hospital. Un- 
like the studies described previously, this 
was a cohort study. Members of each co- 
hort were followed for the same periods of 
time so that differences in prognosis in the 
different periods could be measured pre- 
cisely and separately. The four periods 
1916-25, 1926-85, 1936-45 and 1946-50 
were chosen because they coincided with 
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‘ ri ‘events which might have affected the treat- 
y ment of patients. For example, during the 

period 1926-35 the hospital began to lay 
great stress on occupational and industrial 
_ therapy; in the period 1936-45 increasing 
__use was made of the various shock therapies. 
_} The results of the study showed that “the 
Í proportion retained continuously has de- 
F creased from the earliest period to the pres- 
4 ent.” Of those admitted during the 1916-25 
j; period 39%, remained in hospital continu- 
ously as compared with 28% of those ad- 
mitted during the 1946-50 period. There 
į was an increase in the number of first ad- 
missions from one decade to the next as 
well as an increase in the probability of 
| release. Although various therapies were 
) used in increasing volume in the later years 
the authors were cautious in assuming that 
this factor alone is responsible for the better 
prognosis in the later periods. 

In contradistinction to this historical 
study, the 5-year follow-up study of 100 pa- 
tients admitted to the Boston Psychopathic 
Hospital concerned patients admitted con- 
secutively after July 1, 1946. Of these 100 
patients 70 were discharged to the commu- 
nity. At the end of five years 76 patients, 
«some of whom had been transferred to 
other mental hospitals from the Psycho- 
pathic Hospital, were in the community. 
Israel and Johnson (11) also found that 70% 
aft of all first admissions during 1940-42 exclu- 

“>, sive of those admitted with senile psychosis 
> and psychosis with arteriosclerosis (these 

) groups were also excluded from the Boston 
x study) were discharged to the community. 

Frankel’s study of 4,611 patients admitted 
to three state hospitals in New Jersey dur- 
4 ing the three years 1944-46 was also ad- 
dressed to the assessment of treatment re- 
sults (8). In relation to every 100 of the 
4,611 patients admitted for psychoses diag- 
[nosed as involutional, manic depressive, de- 
f“ mentia praecox, paranoia and paranoid 
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conditions, and for psychoneurosis and psy- 
chopathic personality, 74 patients were 
discharged. 

Perhaps one of the most unexpected find- 
ings of these studies relates to the schizo- 
phrenic disorders, which are generally 
thought to have a poor prognosis. Bock- 
oven comments that “more than three- 
quarters of the schizophrenic patients were 
in the community five years after admission, 
having spent an average of less than eight 
months in a mental hospital.” Frankel, 
analyzing the outcome of treatment at three 
state hospitals in New Jersey, found that 
60% of the schizophrenic patients were 
discharged to the community. 


DISCUSSION 


There is a considerable amount of informa- 
tion relating to the occurrence of mental - 
disorder; Gruenberg has reviewed the litera- 
ture and compiled a bibliography of 362 
references (10). Admissions to mental hos- 
pitals have been analyzed by age, sex and 
diagnosis, and the relationship of the inci- 
dence of mental disorder to various social 
and economic factors has been studied. 
Dunham (4) has described some of the 
difficulties encountered when attempts are 
made to discover the distribution of mental 
cases in particular geographical areas. In 
all studies of mental disorder in communi- 
ties there is the problem of defining what 
shall be considered a case of mental dis- 
order and then the problem of finding these 
cases. Until methods of solving these prob- 
lems are evolved the data obtained from 
studies made in different areas by different 
people will not be strictly comparable. 
Felix and Kramer (22 and 23) have 
drawn attention to the differences between 
states in the distribution of the various 
diagnoses among first admissions to mental 
hospitals. They have suggested that these 


539 


differences may result from differences in 
the methods of reporting and from differ- 
ences in definition rather than from any 
real variations in incidence. For example, 
in one state the term first admission may 
mean the first admission to any hospital 
for the care and treatment of the mentally 
ill and in another state it may mean first 
admission to that particular hospital. Dif- 
ferences in the type of facilities available 
in different areas may also account for some 
of the differences. 

Many of these problems will disappear as 
methods of reporting statistics become uni- 
form. At present 18 states are included in 
the model reporting area and produce tabu- 
lations agreed on jointly by the National 
Institute of Mental Health and the par- 
ticipating states. 

Proper planning of mental health services 
demands a knowledge of whether or not 
mental disorders are increasing. At present 
there is no agreement on this point. 
Changes in methods of classifying mental 
disorders, changes in population structure, 
changes in treatment, and changes in the 
public attitudes toward mental hospitals 
are among the factors which have to be 
considered whenever comparisons are made 


of measurements taken at different points 


in time. 


CONCLUSION 


The need for more studies of the disposition 
of patients from mental hospitals, similar 
to Israel and Johnson’s study of 4,254 con- 
secutive admissions of schizophrenia (12), is 
obyious. Ultimately the efficacy of hospital 


1Since this article was submitted, 8 of a series of 9 
articles by Benjamin Malzberg have appeared. “Co- 
hort Studies of Mental Disease in New York State, 
1948-49," Mental Hygiene 40-41(1956-57). The 
concluding article in the series is on page 558. 
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treatment can be assessed only by the num- 
bers of patients who after treatment are 
able to live in the community. To do this, © 
comprehensive follow-up studies of ad- i 
mitted patients are urgently required. Pre- 
cise estimates, for any group of admitted 
patients, of the number likely to be dis- 
charged, their probable length of stay in the 
hospital and their chances of being read- ~ 
mitted would be an invaluable administra- — 
tive tool.t 
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FINETTA GRAVES 


Promoting effective relationships 


between the school 
and the child guidance clinic 


It is the intent of this paper to suggest ways 
and means of increasing the cooperation be- 
tween the child guidance clinic staff and 
school personnel, to point out some of the 
difficulties involved and to focus specifically 
upon the improvement of the clinic-school 
conference. 

In many communities the clinic staff of- 
fers its services to the school on request and 
gives talks to groups of teachers and to PTA 
organizations, Less often the clinic offers 
consultation services for teachers and in- 
service workshops for school personnel. 


EEE 
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this paper.” 
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Too often communication and cooperation 
between school and clinic come about only 
after a crisis has occurred and a conference 
is called as a last resort. This may happen 
when the clinic feels that its efforts are being 
defeated by the activities of the school as 
represented by a particular teacher or when 
through a mother’s insistent efforts therapist 
and teacher finally get together or when a 
teacher notifies the clinic that a child is 
about to be expelled from school and asks 
for help. But a conference held under these 
rather forced and hurried circumstances 
does not have the foundation upon which 
real cooperation is based. 

Although the school and the clinic ap- 
proach the child in different ways, the end 
they serve is the same—the welfare of the 
child. It is not only logical but essential 
that the two join forces and coordinate 
their efforts toward the common goal. It 
is essential too that the coordination of ef- 


fort should come early in the treatment of 
the child. This requires that the therapist 
contact the teacher as soon as possible after 
treatment plans are set up and the parents’ 
permission is obtained. With difficult chil- 
dren the teacher needs the help that the 
therapist is in a position to furnish. The 
therapist needs the information and the im- 
pressions that the teacher has acquired 
through her efforts with the child and with 
the parents. In other words, it is a recipro- 
cal relationship that both teacher and ther- 
apist need if their work is to be most effec- 
tive. Then too the clinic staff needs to 
keep in mind always that when their work 
is “through” it is the teacher who is the 
key figure (of course, along with the par- 
ents) in the further growth of the child. 

Let us consider some of the reasons for 
lack of cooperation between clinic and 
school; some of the responsibility rests with 
the clinic staff and some with school per- 
sonnel: 


1, The teacher and the school administrator 
are frequently unaware or ill-informed 
about clinic procedures, and they have no 
real grasp of what treatment is. 


2. Sometimes there may be strong negative 
feelings about working with an unfamiliar 
profession. 


3. The teacher may be hesitant about get- 
ting involved in a personal way with people 
associated with psychiatry or be unduly 
sensitized because of some problems of her 
own. 


4. The teacher may be reluctant to contact 
the clinic because to do so would be to ad- 
mit failure and lead to feelings of guilt 
and self-condemnation. In this regard, she 
may also fear the criticism of the principal 
and of her fellow-teachers. 


5. Then too the clinic is frequently viewed 
as a last resort and a kind of dumping- 
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ground for the hopeless cases, the process of 
referral being tantamount to a discharge of 
responsibility and of involvement with the 
particular child. 


6. The teacher may hesitate to make a re- 
ferral to the clinic for fear of being censured 
if the parent is unable to accept the referral. 


7. The teacher may be unwilling or unable 
to take the time required for the additional 
task of working cooperatively with the 
clinic. 

8. The teacher may be reluctant to talk to 
the parent about referral to the clinic be- 
cause of a conflict in dual loyalties to the 
child and to the parent, with the teacher 
tending to take sides with the child. Along 
this line, the teacher may not be free to tell 
the parent how she really feels about the 
child. There is a sort of duplicity involved 
with negative feelings being stifled, and the 
teacher may avoid the discomfiture she 
would feel in this situation by not discus- 
sing referral with the parent. Of course, it 
is also true that there are some teachers 
who do not know how to prepare a parent 
for referral to the clinic. 


9. It frequently happens that the teacher is 
uncertain as to when she should continue 
her attempts to handle the child herself 
and when she should refer the child to the 
clinic. Rather than reveal her uncertainty 
she continues to try to cope with the child 
in the classroom, sometimes against her own 
better judgment. 


10. Finally, there is a still prevailing atti- 
tude among some school people that mis- 
behavior such as truancy is always “bad” 
and that the proper referral is to the court. 
These people are unwilling to tolerate the 
child’s absence even in the case of a school 
phobia. These same people are also un- 
willing to release the child for a clinic ap- 
pointment which falls during school hours. 
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On the other side of the ledger, there are 
feelings and attitudes among the clinic staff 
which interfere with or obstruct good work- 
ing relationships with the schools: 


1. All too frequently the personnel of some 
clinics seems to minimize the work of teach- 
ers and their contribution to society. 


2. The clinic staff thinks only in terms of 
handling cases without “outside” help or 
with a minimum of information from “out- 
side” agencies. 


3. They seem afraid to impart confidential 
information lest it cannot be entrusted to 
the teachers. Of course, the responsibility 
of the clinic to the individuals concerned 
has to be understood. 


4. Sometimes in contacts with school per- 
sonnel the clinic staff uses language which is 
too technical, perhaps to impress or per- 
haps to conceal, but in any event no real 
communication ensues. As a result of such 
contacts the teacher may complain that she 
wasn’t told anything and that she learned 
nothing which would be of help to her. On 
the other hand, as a result of some contacts 
the teacher may complain that she was 
“talked down to.” 


5. Generally speaking, the clinic staff is 
quite ignorant of the work of the teacher. 
The clinic does not have the total view of 
the school function, the daily activities of 
the teacher in the classroom and the con- 
tribution of the teacher to the growth and 
development of a room full of normal chil- 
dren. The clinic sees only those cases which 
fail to fit into the daily classroom routine. 


6. The staff tends to think of schools and 
teachers as they remember them from child- 
hood, quite unaware of changes which have 
occurred in school procedures as a result 
of changes in the philosophy of education, 
in the curriculum and in the immediate ap- 
proach to the child. At worst, they may 
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still harbor negative feelings toward teach- 
ers as a result of their own unpleasant 
experiences. 

7. The clinic staff may find it difficult to fit 
a school conference into the busy daily 
routine of appointments, dictation, closing 
summaries, letters to referring agencies, 
phone calls and staff conferences. This may 
lead them to regard the contact with the 
school as secondary or to feel that the school 
isn’t interested. 

8. Sometimes the clinic is afraid to get in- 
volved with the teacher for fear that the 
teacher will demand specific advice on spe- 
cific techniques for handling the child, a 
demand which the clinic cannot confidently 
meet. The clinic staff is confident that it 
can be of assistance in helping the teacher 
explore the problem and work out with her 
courses of action which she may undertake, 
but it is not prepared to hand out ready- 
made advice on procedures which can be 
successfully followed by any teacher work- 
ing with any particular type of problem. 

Whatever the many factors from which 
stem the attitudes that prevent communica- 
tion and cooperation between teacher and 
therapist, they are regrettable in that they 
detract from the effectiveness of both. They 
are doubly deplorable since undoubtedly 
the same mechanisms are at work on both 
sides and could be eliminated with a bit 
of mutual trust and confidence. If either 
side takes the lead in demonstrating trust 
and confidence as well as some understand- 
ing and appreciation of the problems of 
the other, cooperation invariably results 
from such action. 

Assuming that both clinic staff and school 
personnel are aware of the sources of mis- 
understanding and have taken steps to obvi- 
ate them and to establish good working 
relationships, the following suggested pro- 
cedures would demonstrate real cooperation 
and could be followed: 


1. With the permission of the parent, the 
therapist would send a letter to the teacher 
at the beginning of therapy notifying her of 
plans and requesting assistance from her. 


2. Within several weeks the therapist would 
telephone the teacher and request a confer- 
ence with her. They would agree on such 
points as the following: a mutually conveni- 
ent time and place for the meeting, the par- 
ticipants, the necessary data to be available 
from the teacher and clinic, including de- 
scriptions of the child and his parents, the 
child’s attitudes toward adults and peers, 
and an over-all evaluation of the strengths 
and weaknesses of the child as seen from 
both vantage points. 


3. The conference itself would be con- 
ducted in an informal atmosphere with full 
awareness and recognition of the feelings 
and needs of all participants. Time for 
getting acquainted would be allowed and 
utilized. The conference would be planned 
and made a part of the schedule for the day 
and not squeezed into an already crowded 
lunch hour. The participants would be 
prepared to explain freely the clinic or 
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school policies and procedures if any ex- 
pressed or unexpressed need for it was 
apparent. The discussion of the particular 
child would include: definition of the prob- 
lem or problems, the significance of the 
child’s behavior, questions from all partici- 
pants, recommendations and plans for 
action. 


4. Continuation procedures would include 
a record of the conference filed by both 
parties and periodic follow-up contacts at 
critical points such as after a grading pe- 
riod, after clinic appointment cancellations, 
after significant comments from the child 
or the parent, after a parent-teacher con- 
ference and after termination at the clinic. 

As a final word, if the school-clinic con- 
ference and all similar contacts can be con- 
ducted in an atmosphere of mutual con- 
fidence, respect and trust, the teacher will 
be assisted in her work, the therapist will 
find the teacher an indispensable ally, and 
both clinic and school will profit from the 
expanded effort. Together, they can better 
approach their common goal—the welfare 
of the child. 
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EDNA K. KEEFE, M.S.W. 


Dynamic social work 


and the tranquilizing drugs 


At this very hour there are at least 700,000 
human beings crowded into the mental hos- 
pitals in this country and 300,000 are ad- 
mitted each year at an annual cost of just 
over $1,000,000,000. Even then the care is 
woefully inadequate. The development of 
drugs which not only sedate the patients 


SE 
Miss Keefe was in the social service department of 
the VA Hospital at Murfreesboro, Tenn., at the 
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Meaning and Promise. (Pamphlet No. 228.) New 
York, Public Affairs Committee, 1955. 


2 Dr. S. E. Abel, director of professional services, and 
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8 The Treatment of Hospitalized Psychiatric Pa- 
tients with Thorazine. Philadelphia, Smith, Kline 
and French Laboratories, 1955, title page. 
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but also facilitate other therapeutic ap- 
proaches has been perhaps the most out- 
standing assault on this monstrous problem 
since Philippe Pinel and later Dorothea 
Lynde Dix marched on the bedlams of their 
eras. 

Interest has been centered on two of 
these drugs—reserpine and chlorproma- 
zine.2 While there are others, these are in 
the widest use. Like other additions to the 
therapeutic inventory of neuropsychiatry, 
these drugs are of special interest to social 
workers. Our obligation to maintain a 
comprehensive acquaintance with the meth- 
ods of related professional groups requires 
us to be conversant with these innovations 
in therapy. Both professional and lay pub- 
lications have greeted this advance in chem- 
otherapy as the harbinger that “ushers in a 
new era in the treatment of mental ill- 
ness.” 8 Not only the professional public 
but the general public is oriented to an 
optimistic and enthusiastic anticipation of 
the day when the disturbed ward with its 
restraints, pack-tables, tubs, isolation and 
bare living quarters will disappear, as pa- 
tients, “thus reactivated, are capable of nat- 


ural social behavior.” * The moderately ill 
patients will then be treated in the 
community. 

This changing focus of psychiatric care 
implies certain modifications of the role of 
the social worker, whether attached to the 
neuropsychiatric hospital, the out-patient 
clinic or the larger community. It has been 
said that about one-third of the patients 
who consult a physician do not have any 
definite bodily disease to account for their 
illness and approximately another third 
have symptoms that are in part dependent 
upon emotional factors.5 These individuals 
can reasonably be assumed to be clients of 
various social agencies and in frequent con- 
tact with case workers and social group 
workers. Thus the advent of a drug to 
reduce tension and anxiety with a mini- 
mum of ill effects can be viewed as a boon 
not only to the psychiatrist, allergist, cardi- 
ologist, gynecologist, gastroenterologist and 
general practitioner but to the social worker 
as well. 

While the drug therapy mentioned is in 
widespread use with large numbers of pa- 
tients there has been little attempt to list 
the changes it brings in social work. This 
listing does not presume to be exhaustive 
but rather is thought of as a brief survey of 
some of the areas of increased emphasis in 
which we can heighten our contributions to 
the total therapeutic process. 

Generally speaking, social workers are 
only superficially concerned with the mode 
of administration, the dosage and the phar- 
macology of chlorpromazine and reserpine. 
However, we need to be aware of the nature 
of this treatment and the reasoning involved 
in order to best serve the patient and his 
family. The dosage of reserpine may range 
from 0.1 mg to 130 mgs daily, while the 
range for chlorpromazine is roughly from 
10 mgs to 2,000 mgs daily. In neither case 
is the amount related to diagnosis, body 
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weight or many of the other factors which 
usually help to determine drug dosage.* 
Both drugs may be administered orally or 
intramuscularly, and chlorpromazine is 
available in suppositories. Each of these 
drugs seems to act on the lower centers in 
the thalamus and hypothalamus that serve 
as relay stations for nerve impulses between 
the environment and the brain’s higher 
centers of consciousness.? As a result of the 
drug’s “dampening” actions on such im- 
pulses the patient remains relaxed and quiet 
without descending into a stuporous and 
groggy state. The memory, judgment and 
intelligence remain essentially intact. Chlor- 
promazine “potentiates the effects of cere- 
bral depressants, lowers the blood pressure, 
accelerates heart action and produces motor 
retardation, somnolence, and weakness.® 
The lethargy resulting from (it), in contrast 
to that produced by other sedatives, is char- 
acterized by clarity of consciousness and re- 
tained responsiveness. The drug, at any 
dosage, does not produce emotional disin- 
hibition but selectively inhibits drive, 
which makes it unique among the more 
powerful sedatives.” There is no evidence 
that reserpine in any way alters the schizo- 
phrenic process ® nor any of the other major 


4 Chlorpromazine and Mental Health. (Proceedings 
of a symposium held under the auspices of Smith, 
Kline and French Laboratories, June 6, 1955.) Phil- 
adelphia, Lea and Febiger, 1955, 84. 

5 Edward Weiss and O. Spurgeon English, Psycho- 
somatic Medicine. Philadelphia, W. B. Saunders 
Co., 1949, 4. 

6 W. Theodore Lieberson, “The New ‘Tranquilizing’ 
Drugs: Neuropsychiatric Aspects,” American Journal 
of Nursing,” 55(December 1955), 1465. 

7 Morton J. Rodman, “New Drugs of '55: Drugs in 
Neuropsychiatry,” R.N., 18(December 1955), 56-57. 


8 Harry Beckman (ed.), Year Book of Drug Therapy. 
Chicago, Year Book Publishers, 1955, 469. 


9 Ibid., 453. 
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psychoses, but rather it serves principally to 
make the patient more tractable, counter- 
acting confusion 1 and facilitating psycho- 
therapy. “Because the patient is no longer 
preoccupied with discussing the symptoms 
which come from his disturbed autonomical 
nervous system, he is more willing to discuss 
dynamically important material. In addi- 
tion, he is less inhibited and will bring out 
more dynamic material which . . . makes 
psychotherapy far more effective.” 1 

The drugs were originally introduced for 
other purposes and their tranquilizing ef- 
fects were soon noted. In addition to its 
uses with neuropsychiatric patients, chlor- 
promazine is effective in the control of 
nausea and vomiting, alcoholism, intract- 
able pain, in the management of cancer pa- 
tients, in obstetrics, surgery, pediatrics, 
asthma, neurodematitis, and in relieving 
the withdrawal symptoms of narcotic and 
barbiturate addiction, as well as in other 
conditions too numerous to mention.12 
Other studies show that these drugs are also 
effective in work with maladjusted children 
as well as adults. 

The advent of drug therapy does not 
mean an end to the era of psychotherapy 
and, as students sing, “the glory of the 
theory of Freud.” In his essay “On Narcis- 
sism,” written in 1914, Freud suggests that 
“. . . we must recollect that all our provi- 
sional ideas in psychology will some day be 
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don, Hogarth Press, 1948, 86. 
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Orthopsychiatry, 25(July 1955), 471. 
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based on an organic substructure, This 
makes it possible that special substances and 
special chemical processes control the oper- 
ation of sexuality and provide for the con- 
tinuation of the individual life in the 
species. We take this probability into ac- 
count when we substitute special forces in 
the mind for special chemical substances.” 13 

Hospital administrators feel that the em- 
phasis on drug therapy increases the de- 
mand for personnel as there is a shift from 
custodial to therapeutic care. The demands 
for competent services in the community are 
also increased and yet the number of trained 
personnel is completely out of step with the 
need. “There is an acute shortage of per- 
sons trained in every one of the helping 
disciplines.” 14 

The increased use of the drugs and the 
ensuing increased demand for case work 
services does not change the basic functions 
of the profession but rather highlights their 
importance. In the area of therapeutic case 
work the lessening of confusion and the en- 
abling of the patient to discuss the nature, 
of his conflicts make an entirely new group 
of individuals available for case work 
services. 

At the Veterans Administration Hospital 
in Murfreesboro, Tenn., these drugs have 
been in use since June 1954. The first pa- 
tient, a manic, was well aware of the nature 
of his drug therapy and derived consider- 
able satisfaction from engaging staff mem- 
bers for long periods, describing the changes 
he experienced and making a comparison 
from his voluminous notes with the previous 
forms of therapy which he had received. 
This pointed out the first implication for 
social work service: there was an increased 
desire to talk with personnel. This has 
been borne out in our subsequent experi- 
ence. 

As larger groups of patients have been 
treated the number who were too confused 


to make use of case work services has di- 
minished and there is an ever-increasing 
stream of referrals not only from the ward 
personnel but from patients themselves. 
Our previous contacts with one patient had 
been limited to his requests for help in se- 
curing legal assistance to “break the com- 
mitment,” but are now the result of his 
fearful suggestion that his family may not 
want him when he is ready for a trial visit. 

An awareness of the patient’s probable 
progress under drug therapy will make it 
possible for us to intervene therapeutically 
at the proper time to build a productive re- 
lationship. This not only frees the psy- 
chiatrist to work with the more seriously 
disturbed patients but also offers the social 
workers an opportunity to expand their role 
as auxiliary therapists. This does not imply 
the use of the social worker as a psycho- 
therapist ° but rather increases the empha- 
sis on effecting the maximum utilization of 
our clearly accepted means of treatment. 
In the light of drug therapy our roles in 
“environmental modification,” “psychologi- 
cal support,” “‘clarification” and “insight 
development” 16 shift as these case work 
techniques are applied to our differentiated 
functions, It is felt that this is equally true 
whether the service is hospital admission, 
emotional and personality adjustment, trial 
visit planning and supervision or out- 
patient care. 

The number of patients who come to the 
hospital having received “psychiatric first 
aid” will increase as the general practitioner 
becomes more secure in the use of chlor- 
promazine and reserpine. The masking of 
the symptoms can be dangerous for all con- 
cerned, One patient initially appeared to 
be in good remission but soon became as- 
saultive, hyperactive and destructive. Ade- 
quate history revealed that he had been re- 
ceiving substantial doses of chlorpromazine 
and during the early days of his hospitaliza- 
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tion at Murfreesboro was not considered in 
need of the drug, owing to his clinical pic- 
ture. Consideration of such problems 
makes the necessity for an accurate history 
obvious if there is to be continuity of 
therapy. 

Many families are familiar with the pub- 
licity given the ataraxic drugs and raise 
questions concerning their use. One mother 
arrived for an interview armed with an ar- 
ticle from a current lay publication and de- 
manded the reasons why her son was not 
being given that drug. The simple explan- 
ation that the doctor considered another 
drug more desirable would do little to 
strengthen the relationship and make it 
possible to discuss her hostility, rejection 
and basic guilt. She refused the initial of- 
fer to talk with the doctor. After consider- 
able discussion of the material in the article, 
coupled with information concerning the 
drug her son was receiving and her observa- 
tion of his symptoms, she was able to say 
that the drug prescribed was satisfactory. 

Not all the publicity accorded chlorpro- 
mazine and reserpine is confined to the 
therapeutic aspects of the medication but 
encompasses the undesirable side-effects as 
well. Both the patients and their families ` 
have fears that will be brought to the case 
work interview. Frightening symptoms 
such as jaundice, Parkinsonism, skin rashes, 
etc. tend to increase the patient’s physical 
dependency and alter his emotional needs. 

A particularly fearful patient spent many 
hours of distress before coming to the point 
at which he could complain to his social 
worker that he was becoming weak and 
had difficulty keeping awake. Repeated as- 
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surance and interpretation was necessary 
before he could accept this as a natural re- 
sult of medication. Soon after a large group 
of patients on a chronic disturbed ward 
were placed on chlorpromazine, one died 
suddenly. The others became fearful and 
anxious, increasing in emotional depend- 
ency on the staff, The effect of these drugs 
has been demonstrated to vary to an amaz- 
ing extent with the patient’s mood and 
with many environmental factors.17 At the 
same time Lemere reports 11% of the 
placebo patients used as a control in his 
study told of specific side-effects which they 
had been warned against.1® Aside from the 
genuine fears at a reality level, families may 
tend to ascribe many of the patient's symp- 
toms to the drugs out of their own needs 
just as many seek to absolve their guilt by 
assuring us “he was all right when they 
took him into the Army.” In our hospital 
this problem requires special attention since 
families may visit any day and are encour- 
aged to come frequently. 

The course of behavior for a patient un- 
der reserpine therapy, as described by Barsa 
and Kline, follows a pattern of a sedative 
period, a turbulent period and finally a 
period of integrative behavior. If this is 
not understood by personnel and inter- 
preted to the family, the period of increased 
turbulence may be quite anxiety-provoking. 
It is in this stage that the patient may be- 
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come more delusional and the hallucina- 
tions often become more pronounced. 
There are outbursts of overactivity accom- 
panied by altercations with little or no 
provocation. During this same period 
there may be emotionally intense and vivid 
dreams that are quite upsetting to the 
patient.*° 

One patient whose entire history was 
characterized by his inability to verbalize 
his hostility had been seen regularly by the 
social worker for many months. Under 
drug therapy he suddenly became verbally 
abusive, profane and threatening. The so- 
cial worker was able to weather his emo- 
tional storm without becoming alarmed and 
soon moved into increasingly productive 
case work areas. 

The attitudes of personnel are only a 
part of the therapeutic climate at such a 
time. The family must be oriented to ex- 
pect such actions as a part of the patient's 
long and tenuous sojourn to readjustment. 
Family attitudes must be utterly free of 
judgmental or retaliative reactions which 
might imply punishment or threats of such 
or disapproval of the treatment, for it is 
when the patient sees that his behavior is 
tolerated that he becomes aware that he is 
wanted and accepted. The role of the so- 
cial worker in the amendment of family at- 
titudes is so well accepted as to require no 
further comment; this function, however, 
like others is highlighted by the advent of 
the tranquilizing drugs. 

As larger groups of patients increase their 
contact with reality it is reasonable that 
larger emphasis will be placed on group 
therapy. The proceedings of a symposium 
on chlorpromazine and mental health held 
under the auspices of Smith, Kline & French 
Laboratories 21 point out that even the wide 
use of group therapy alone will not solve 
the problem since there will still be an acute 
shortage of psychiatrists. Dr. Denber ** 


suggests the inclusion of the principles of 
group psychotherapy in the curriculum of 
psychiatric social workers. While this 
would seem reasonable, it does little to help 
those of our number who have long since 
completed their formal training. ‘The so- 
cial group worker would become increas- 
ingly important to the hospital setting in 
creating opportunities for progressive steps 
in participation and development of rela- 
tionships, which make the group situation 
an important therapeutic tool.°* 

Many chronic patients for whom there 
previously had been little hope are now be- 
coming candidates for trial visit. The im- 
plications of this shift in prognosis are 
apparent in the story of one 53-year old pa- 
tient whose illness dated back to 1936. He 
had been hospitalized continuously since 
1942, without privileges, trial visit or leave 
of absence. His hospital course was char- 
acterized by extreme hyperactivity, frequent 
altercations and destructiveness, making 
him a difficult problem in ward manage- 
ment and requiring two packs almost daily 
until he was begun on chlorpromazine. All 
observers considered indefinite hospitaliza- 
tion necessary. He soon became extremely 
tactful, rational and cooperative, and was 
given privileges and an opportunity to work 
in the leather shop. He has now been on 
trial visit since Thanksgiving 1955 and is 
employed full-time at a baking company. 

As larger groups of patients recover from 
the acute phases of their psychosis, the prob- 
lems of trial visit planning and supervision 
will be brought into sharper focus. Not 
only will the social worker be asked to plan 
for the individual who will return to ap- 
proximately the same family unit that he 
came from, but there will also be chronic 
patients whose family units have undergone 
drastic revisions. The family that is asked 
to effect the new adjustments required in 
planning for a person who has been men- 
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tally ill may have had a very long period in 
which to become accustomed to his absence 
or it may be a family composed of individ- 
uals who have little or no memory of the 
patient in his pre-psychotic state. The sim- 
ple act of recovering from the acute stages 
of his illness and improving socially in terms 
of his hospital conduct is only the first step 
in a successful readjustment to extramural 
life. The social worker is in a unique posi- 
tion to complement and supplement the 
formulation of plans that will be acceptable 
to the patient, his family, the community 
and the hospital. Many of these patients 
will not be able to return to the community 
from which they came and will require nurs- 
ing homes or foster home care, increasing 
the demands in these areas. Thus we see 
how the advent of chlorpromazine and res- 
erpine adds increasing importance to our 
current functions. 

Patients return to the hospital from trial 
visit for essentially the same reasons they 
were first institutionalized. Either they are 
unable to accept their environment or it is 
unable to accept them with their limitations 
and problems. We are all familiar with the 
traumatic effects of unsuccessful trial visits 
and seek to avoid them by careful planning 
and accurate appraisal of the degree of 
readiness of the home. Our efforts have al- 
ways been limited by such problems as geog- 
raphy, limited contacts with the family, 
prejudice and the other myriads of prob- 
lems which militate against our efforts to 
help effect changes in the environment. 

These failures are generally viewed as the 
“fault” of the patient. The aim of therapy 
is to help him to “adjust” and we are 
hampered in our efforts to help the family 
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adjust. Dr, Nathan Kline has suggested 
that “the patient is usually viewed with 
suspicion upon his return home. If he ex- 
presses any opinion or behaves in any way 
contrary to the standards set up by his wife, 
mother or children (no matter how peculiar 
these standards may be), this is immediately 
attributed to the fact that he is still slightly 
‘teched’.” ** Dr. Kline suggests two pro- 
cedures for helping increase trial visit ad- 
justment: first, to continue the patient on 
medication so he can better tolerate the 
pressures of adjustment and, second, to 
place the family on chlorpromazine so that 
they are better able to tolerate him! In 
fact, Dr. Kline has tried this technique with 
gratifying results. Unfortunately, we as so- 
cial workers must act in the presence of the 
first therapy and as yet in the absence of the 
second. Here we substitute case work for 
drugs in the effort to mobilize both individ- 
ual and community resources to assist the 
patient in his rehabilitation. 
Many of these patients will require a great 
deal of help during the time that they are 
making the initial adjustment to trial visits. 
Our chronic patient last mentioned above 
got along poorly during the first weeks of 
his effort to readjust to community living. 
With the support of his family and the help 
of out-patient care, reinforced by drug ther- 
apy, the conflicts were soon resolved. Then 
came the problem of employment for a per- 
son who had not been in the labor force for 
a number of years. All of these problems 
tend to emphasize the need for increasing 
close supervision of trial visits and for fre- 
quent case work contacts. 
The experience with chlorpromazine and 
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reserpine is yet too limited to tell us how 
long patients can or will be maintained on 
medication, but it has been suggested that 
the mentally ill may use these drugs in 
much the same fashion that the diabetic uses 
his insulin. Recently a trial visit report 
concerning one of our patients asked, “How 
long can he be maintained on chlorproma- 
zine”? This patient has been out of the 
hospital eight months after a history of 
many years of assaultive behavior, paranoid 
ideas and severe physical distress resulting 
from the notion that he was pregnant. Now 
he raises chickens, plans to plant cotton, 
and helps neighbors mend their fences, 
while chlorpromazine helps him to mend 
his inner fences. 

In general, the advent of drugs which 
produce ataraxia or “freedom from trouble 
in the mind” increases the demands on the 
social worker. Contacts must be initiated 
as early as possible in order to make the 
optimum use of hospital social work service 
and to provide for an early referral to the 
social worker in the community. 

We must learn all we can of this new 
therapy, sharpen our case work skills, learn 
to function at a more complex level of 
interpersonal therapy and reevaluate our 
specific services. Trial visit planning must 
move out of the realm of “will the family 
take him?” and into the areas of “how will 
the family and the community help him?” 
Trial visit supervision must offer real case 
work help to the patient and his family 
and at the same time activate the commu- 
nity in his behalf. Checking up on the 
patient is no longer sufficient. 

The challenge is clear. All this is only 
preface to the monumental task of the new 
era of psychiatric care, and ours is an 
exciting role. 


ESTHER L. MIDDLEWOOD 


Visual aids 


for mental health 


If one initially doubted the value of visual 
aids to the learning process, such doubt 
can no longer be justified in light of the 
tremendous development of the documen- 
tary film business and the impact of tele- 
vision. Since time began man has illus- 
trated his writings; in fact, illustration 
probably came first. Innumerable studies 
have been made in the field of education 
to determine the value to the learning 
process of the combination of aural and 
visual impressions, The question as to the 
value of films in teaching arises only when 
it is applied to mental health. But when 
the question is raised, it is not teaching by 
film that is challenged but mental health 
education itself. Those who object to 
mental health education raise questions as 
to whether personality can be changed 
through education, whether learning about 
mental health produces anxiety, or whether 
we know enough about the positive aspects 


of mental health to provide a body of teach- 
able knowledge. 

Such questions are certainly valid, but 
most of these questions are raised by the 
clinicians, whereas many of us who are in- 
volved daily in working with groups of 
people have come to feel that their objec- 
tions are based on false premises. 

Mental health education generally is 
planned for those who are not critically ill. 
Granting that the ill cannot be made well, 
there is still a place for mental health edu- 
cation for the masses of people who are con- 
cerned about all knowledge, especially as 
that knowledge touches the world which is 
uniquely their own. Undoubtedly there 
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will be those who become anxious, but 
this is not always disastrous. Were we to 
relieve individuals of all anxiety, there 
would be some question as to how much, 
if any, learning would occur. It is a sad 
indictment of our professional group if 
we admit that there is no teachable body 
of knowledge in the field of mental health. 
Even the most querulous must accept facts 
such as that there are individual differ- 
ences in children, that the mentally ill 
are not set upon by witches, that family 
patterns are changing. Human beings are 
in quest of knowledge and they have a 
right to have access to whatever knowledge 
is available, incomplete though it may be. 
Even the knowledge of its incompleteness 
and fallibility should be allowed them. 
For the purpose of this paper, however, 
we accept the “fact” of mental health edu- 
cation and will explore briefly the possi- 
bility of the use of films in that process. 
Critics frequently look at a mental health 
film and decry its use because they can 
point to a flaw from their point of view. 
Such flaws may well be a strength of the 
film and serve as a point of departure for 
the discussion which follows the film show- 
ing. “Angry Boy” has such a flaw. From 
the point of view of the educator, the 
manner in which the child’s stealing epi- 
sode was handled by the school principal 
was wrong. At first, many educators re- 
sisted the use of the film on this basis. 
Gradually, however, they came to see that 
the feeling aroused was good and spurred 
them into challenging thought. With 
ample opportunity to discuss the point at 
issue, many came to see that the practice 
presented in the film was all too frequently 
used, and they were stimulated to discuss 
the pros and cons of such handling and 
eventually to design better practice. For 
those who look for a design of perfection, 
there is none. All that is essential is an 
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honest portrayal of a given situation—not 
good, not bad—it just is! Such a film 
directs the minds of the people to con- 
certed thinking about a given concern and 
allows for more purposeful discussion. 

Some people look to the mental health 
film to teach them how to do a specific 
thing. Because documentary films were 
originally designed to illustrate facts, we 
became accustomed to an illustrative type 
of film. In the field of health, the sani- 
tarian knew how a septic tank should be 
built. With the aid of a draftsman, he 
could design and photograph such a tank 
to illustrate the construction process. The 
processes of caring for a bed patient, of 
selecting foods, of caring for a dairy herd 
could be illustrated as well. In these in- 
stances there is a “best” way, and there 
is an innate element of demonstrativeness 
about the process concerned. In the realm 
of human behavior, such universality of 
process is not true. There are many ways 
of reacting to a given situation, an infinite 
variety of patterns an individual may pur- 
sue in his search for a solution to a given 
problem, and a procession of concepts of 
happiness as endless as the procession of 
humanity itself, There is no mental health 
film comparable to a film on the construc 
tion of a septic tank. For the user of films 
who looks for such easy answers to mental 
health education, there is little other than 
disappointment. The producer of films 
who attempts to design films of this 
nature is not well versed in the principles 
of personality development. Some such 
films have been made, but the discerning 
user immediately senses their superficiality. 
Tragically many undiscerning persons are 
using mental health films. 

In apparent contradiction to the fore- 
going statement, there are some films which 
are purely descriptive, but even these films 
do not “point the way.” They simply de- 


scribe. “Its A Big Problem,” which de- 
scribes the problem of mental illness in 
Michigan and our attempt to meet the 
problem, is such a film. No attempt has 
been made to establish an example or 
pattern. It is essentially descriptive. In 
another area of concern, human behavior, 
“Age of Turmoil” describes pictorially the 
behavior of six teen-agers within a limited 
space of time—a Friday afternoon and 
evening. No attempt is made to indicate 
that all teen-agers act as these six nor that 
these six would act that way at all times. 
The value of the film lies in the visual stim- 
ulation to the minds of the viewers, in 
its effort to add variety and scope to their 
thinking about the teen-agers they know. 
It causes a friendly, receptive attitude 
toward adolescents in general. No one is 
particularly involved emotionally with the 
concerns of any one of them, yet the film 
leads an audience to a better understanding 
of teen-agers and their relationship to the 
adults in a given group. 

Another illustration of the documentary 
film which is purely descriptive is “Stress.” 
Nothing is said in this film that could not 
be said on the printed page, but to have 
the interesting personality of the doctor 
presenting his own concept of stress, with 
some illustrative sketches, adds tremen- 
dously to interest. Interest, we know, is 
conducive to learning. Whether or not the 
concept presented is accepted by all is not 
a fact in question. With the variety of 
concepts in any area of mental health being 
presented, we would freeze into immo- 
bility if we awaited consensus—a time 
which hopefully will never arrive. 

Many of those who would grant the 
use of the aforementioned films deny the 
use of yet another type of film—that which 
involves human emotions. Instead of an 
illustrated lecture, the film becomes a les- 
son in feeling. As contrast, we can com- 
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pare “City of the Sick” and “Man to Man.” 
The former sympathetically describes life 
in a mental hospital so that one arrives 
intellectually at a better understanding of 
what takes place there. Hopefully there 
are concomitant emotional gains in in- 
creased acceptance of the mentally ill. In 
“Man to Man” you suffer with Mr. Rusk, 
the patient. You feel the infinite appeal 
of his mute need and await his next move 
on the checkerboard. You feel with the 
attendant his disappointment when the 
patient’s progress is inadyertently deterred. 
The processes of the hospital become inci- 
dental but somehow are absorbed into one’s 
consciousness. Once having lived with Mr. 
Rusk in the depth of his sorrow, you find 
yourselves a bit closer to a sympathetic 
understanding of the deeply buried misery 
behind the apparently meaningless and 
often bizarre behavior of the mentally ill. 
Such an emotional involvement is the 
design of many mental health films and is 
the aspect of such films against which much 
criticism is directed. 

It is the feeling of some in the psychia- 
tric field that films which involve the feel- 
ings of people are too charged to be avail- 
able for general usage. This may be true 
with a select few, for we must remember 
that some films, such as “Feelings of De- 
pression,” were originally conceived as 
therapeutic films; there is cause for concern 
when they are used by the psychiatrically 
untrained. However, this is only one level 
of emotional involvement. Most films are 
not so designed. Most films are story 
films which tell a story of people living 
with people. Emotions are involved just 
as they would be involved in any living 
episode. But we forget that people have 
spent their entire lives building up defenses 
to protect themselves in vulnerable spots, 
and such films do not disturb them. We 
watch television plays and movies which 
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are powerfully charged—not all in ways 
that threaten the defenses of any one indi- 
vidual, but any one individual must have 
his defenses shaken many times if he 
watches plays and movies often. The psy- 
chiatrist is not at all averse to giving a 
lecture from which there is no escape psy- 
chologically. The words of authority from 
one who is learned in his profession are 
much more to be feared than a movie con- 
ceived in the realm of make-believe. The 
film viewer who must have an escape can 
find an escape from a movie; the American 
public has learned many escapes. For 
those who have no need to escape there is 
possible a depth of learning which could 
never be realized from the spoken or written 
word alone. 

Most films are neither descriptive nor 
deeply therapeutic. Most of them use emo- 
tion in such a way that a viewer can become 
involved sufficiently to give real meaning 
to his viewing experience. This is how 
growth occurs. 

The depth to which interpretation goes 
depends almost entirely upon the audi- 
ence, the leader and their interaction. A 
film such as “Fears of Children” can become 
a springboard into an exploration of neu- 
rotic anxiety, or it lends itself well to stim- 
ulate a discussion on such topics as the 
differences in attitudes toward discipline 
between fathers and mothers and how to 
handle these differences, or to an explo- 
ration of what overprotection may mean to 
a mother and a child. Audiences and lead- 
ers who do not know about neurotic anx- 
iety somehow are not in the least worried 
about the fact that it doesn’t come up for 
discussion. Psychiatrically oriented people 
are handicapped in viewing a film as the 
usual audience views it. They look for the 
hidden and obscure. Their knowledge 

makes it so. Others are not possessed of 
this same knowledge, yet they can learn 
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many lessons about human behavior within 
the framework of their knowledge and 
background. Those who are pricked a bit 
by anxiety into greater insight take what 
they can, discard or disguise the intoler- 
able, and await the next impact for growth. 

Granted that we accept the use of films 
in mental health education, there are a 
few guideposts that have emerged out of 
our cumulative experience. First, most films 
are best received if the audience is given 
a little preparation. Some films, for in- 


stance, have elements of strangeness to a ` 


given audience. So that they don’t become 
immersed in the strangness, they need to 
be forewarned. “Roots of Happiness” can 
be so much more meaningful if it is pointed 
out that even though the film depicts an- 
other culture there are great common ele- 
ments of the human beings involved. Un- 
less one does, it may become a “travel film” 
and the audience may feel, “It couldn't 
happen here.” The language of the South 
in “Hard Brought Up” is so pronounced 
to a northern audience that it can well 
become a game to listen for idiosyncrasies 
of speech rather than to the story of two 
unhappy little boys. The Canadian aspects 
of “Family Circles,” the British termi- 
nology of “Your Children and You,” or the 
way of life of the Negro in “Palmour 
Street” may stand in the way of real learn- 
ing. Such preoccupation with elements 
strange to the life of the audience involved 
can be relieved with appropriate introduc- 
tion. 

An introduction can partially direct the 
thinking of the audience and adds to the 
versatility of any film. For instance, one 
might want to use “Palmour Street” or 
“Fears of Children” to focus attention 


on fathers and the role they play in family — 


life. A few introductory remarks can help 
the audience to attend to factors which 
might otherwise have little significance. 
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In dealing with mental health films, as 
in dealing with all mental health educa- 
tion, semantics become extremely impor- 
tant. Every profession builds up its own 
professional shorthand; psychiatry and its 
allied professions are no exception. We 
have endowed certain words with a whole 
aura of meaning completely unknown 
to the usual person. We have become com- 
fortable with words charged with emotion 
for many. Unless we are able to eliminate 
our jargon shorthand when doing educa- 
tional work, it is usually best undone. 
Dynamic behavior can be understood in 
simple language, but many of us find it 
difficult to make this translation. 

When one wishes to utilize the emotions 
of people engendered by the emotions in 
a film, the mechanical projection of the 
film becomes exceedingly important. To 
have the flow of feeling disrupted by 
faulty sound, ideas broken by a broken film, 
or interest aborted by faulty light allows 
the members of the audience to release their 
feelings into many channels—irritability, 


Visual Aids 


MIDDLEWOOD 


anger, humor or sympathy for the projec- 
tionist. Any of these “uncharges” the in- 
dividual, and at the end of the picture—it’s 
over. So what? Such an attitude is not very 
conducive to the discussion which follows, 
during which the “digestive” process occurs 
and learning takes place. 

With all of their shortcomings and with 
all of the admonitions one hears, the films 
available for mental health education are 
becoming better and more varied. As in 
any field of growing popularity there are 
those who are looking only for the easy 
dollar or the easy program. Together they 
are a formidable team. But as long as 
sincere producers produce good films and 
mental health educators constantly strive 
toward honest selection, we can hope for 
a gradual development of a good mental 
health film library. With good films avail- 
able, the rest depends upon a consistent 
effort to train people in the appropriate 
use of those films. With good films the 
task of mental health education is made 
easier. 
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Cohort studies of mental disease 


in New York State: 1943 to 1949 


PART IX. GENERAL SUMMARY 


Cohort studies are an attempt to arrive at 
the natural duration of a disease—that is, 
the interval between the onset of a disease 
and its termination. In the case of mental 
disease this ideal cannot be reached because 
the date of onset cannot be determined 
with sufficient accuracy in many cases. In 
its place we therefore substitute the date of 
first admission to a mental hospital. The 
decision as to the time of termination of a 
mental disease is also beclouded. Patients 
are discharged presumably after recovery or 
after some other degree of improvement, 
or by death. The end-point would be rela- 
tively simple to determine if there were 
good agreement as to the patient's condition 
leading to discharge. Such judgments dif- 
fer, however, because of the subjective ele- 
ment. It is therefore difficult to ascertain 
the correct duration of a mental dis- 
order even when one substitutes administra- 
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tive guides for natural limits. Cohort 
studies are in effect a mixture of adminis- 
trative and medical procedures. From an 
administrative standpoint it is sufficient to 
measure the duration from the date of first 
admission to a mental hospital to the date 
of leaving, whether by placement in con- 
valescent care, by discharge without such 
placement or by death. From the “natural 
history” point of view, however, the date 
of placement in convalescent care is not the 
end of treatment but a continuation of 
treatment under new conditions. When 
convalescent care is judiciously adminis- 
tered, and not in a routine manner, such 
discharges provide a better approximation 
to the termination of treatment. For the 
purposes of these studies, therefore, the 
duration of treatment (i.e., hospitalization) 
includes time in convalescent care. 


The cohorts analyzed in these studies repre- 
sent first admissions to the New York civil 


state hospitals during five successive fiscal 
years beginning with the year ended March 
31,1944. The closing period of observation 
occurred in each case during the year ended 
March 31, 1949. A maximum uniform 
period of observation of five years was there- 
fore available for the first cohort. The pe- 
riod was reduced by a year for each succeed- 
ing cohort. The period for the fifth cohort 
was therefore only one year. 

The following analyses show discharges 
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and deaths in relation to periods of hos- 
pitalization after first admission. All the 
five cohorts were under observation during 
the first year after admission; hence per- 
centages and rates for this period are an 
average for all the cohorts. Only the first 
four cohorts were under observation for 
two years and they therefore furnish the 
basic exposures for this period. Finally, 
only one cohort, that of 1943-44, was under 
observation for the full five years and fur- 


Percent of first admissions to New York civil state hospitals 
discharged during specified periods after admission, 


classified according to mental disorders 


With 
cerebral 
PERIOD OF All first ad- General arterio- Involu- Manic- Dementia 
HOSPITALIZATION missions paresis Alcoholic sclerosis Senile tional depressive praecox 
MALES 
First three months 915 2.7 21:5 8.2 1:5 6.2 20.4 7.4 
Second three months 2.5 1.5 3.3 0.6 0.3 2.1 4.1 4.3 
Third three months 1.3 0.6 1.4 0.5 0.3 0.8 1.6 23 
Fourth three months T 0.5 1.0 0.4 0.2 0.5 1.1 1.7 
First year 14.4 5.3 27.2 4.7 238 9.6 27.2 15.7 
Second year 21.5 19.9 30.4 8.8 2.8 49.5 48.8 36.8 
Third year 3.8 3.4 5.4 F2 0.4 7.0 4.6 7.9 
Fourth year 1.6 1.8 1.8 0.8 0.4 1.6 4 8:2 
Fifth year 0.7 0.8 0.8 0.1 - 0.5 0.6 1.9 
FEMALES 
First three months 6.7 2.6 13.1 2.8 1.6 Tl 14.9 5.6 
Second three months 2.0 2.0 3.1 0.6 0.2 1.4 3.8 3.4 
Third three months 1.0 0.3 1.1 0.3 0.1 1.3 13 1.7 
Fourth three months 0.8 0.8 1.0 0.5 0.3 1.0 1.3 Eel 
First year 10.5 5.7 18.3 4.2 b's 10.8 21.3 11.8 
Second year 26.5 25.8 42.8 11.2 3.0 46.9 57.0 39.7 
Third year 4.2 4.1 6.3 1.3 0.6 6.8 6.1 7.2 
Fourth year 1.6 1.1 1.8 0.4 0.2 3.7 Lg 2.6 
Fifth year 0.7 0.5 0.8 0.1 0.1 1.4 0.4 1.4 


a 


nished the necessary exposures for this 
period. 

Table I summarizes the discharges by 
percent during specified periods of hospital- 
ization. Of the males 14.4% were dis- 
charged during the first year and 21.5% 
were discharged during the second 
year. The higher percentage during the 
second year resulted from the culmination 
of periods of convalescent care, the great 
majority of which were made during the 
first year of hospitalization. Relatively few 
discharges occurred after the second year. 
There was great variation in these percent- 
ages among the principal groups of mental 
disorders. As might have been expected, 
discharges were relatively few among psy- 
choses with cerebral arteriosclerosis and 
senile psychoses. They were most frequent, 
relatively, among manic-depressives, of 
whom 90% were discharged within two 
years. The percentages were also high for 
the alcoholic and involutional groups and 
relatively high for dementia praecox. 

The general picture was the same for 
females, of whom 10.5% were discharged 
during the first year and 26.5% were dis- 
charged during the second year, a total of 
37.0%. Only an additional 6.5% were 
discharged after the second year. The per- 
centage was highest among manic-depres- 
sives, of whom 78.3% were discharged dur- 
ing the first two years. During the same 
period 61.1% of the female alcoholics were 
discharged. The percentage for the involu- 
tional group was 57.7. Of female first ad- 
missions with dementia praecox 51.5% were 
discharged during the first two years. As 
with males, discharges of females were few 
among first admissions with psychoses with 
cerebral arteriosclerosis and especially low 
for the senile group.. 

The percentages are shown cumulatively 
in Table II. Of all the male first admis- 
sions an average of 42.0% were discharged 
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within five years after admission. This was 
almost doubled by the group of manic 
depressives. The final cumulative percent- 
ages, all well above the average for all first 
admissions, were almost on a par for the 
following groups: alcoholic psychoses, 65.6; 
involutional psychoses, 68.2; dementia prae- 
cox, 65.5. Of the arteriosclerotic group 
only 15.6% were discharged. The total for ` 
the senile group was only 5.9%. Although ` 
low in comparison with the functional 
groups the total percentage of discharge 
for general paretics was surprisingly high. 

The cumulative percentages for females 
were very similar to those for males. The 
average for the five years for all first ad- 
missions was 43.5%. ‘There was a minimum 
of 6.1% among the seniles and a maximum 
of 86.7 for the manic-depressives. The total | 
cumulative percentages were 70 for the al — 
coholics, 69.6 for the involutional group | 
and 62.7 for the dementia praecox patients. 
As with males, the discharges among female 
general paretics may be considered rela- 
tively high. 

Table III shows average rates of dis- 
charge per 1,000 annual exposures. Among 
all male first admissions the rate was highest 
during the first three months and decreased 
during the remainder of the first year. Be- 
cause of the expiration of convalescent care i 
the rate rose during the second year but 
decreased steadily thereafter to a minimum 
during the fifth year. The rates were high- i 
est for manic-depressives. The rate for this 
group was 847.0 for the first three months, 
averaged 281.4 for the first year, rose to 
750.0 during the second year and dropped 
to a minimum of 83.3 during the fifth year. 
Rates were also high among the alcoholic 
group. The rate was very high during the 
first three months but averaged 281.7 for the | 
first year. It rose to a maximum of 471.8 
during the second year. Rates for dementia 
praecox were above the average for all 


males and reached a maximum of 454.2 
during the second year, Rates were low for 
the groups of advanced age, especially for 
the seniles. 

The trend was similar for females. Rates 
were high during the first three months but 
lower during the remainder of the first 
year. Because of the expiration of con- 
valescent care they rose to a maximum dur- 
ing the second year, then declined to a 
minimum during the fifth year. Rates were 
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highest for manic-depressives and alcoholics, 
lowest for the senile group. 


An earlier study of a cohort of first admis- 
sions to the New York civil state hospitals 
during 1909-10 permits of comparison with 
the preceding data on discharges. Of all 
first admissions during the period of 1944- 
48, 43% were discharged within five years. 
When adjusted for readmissions this figure 
did not differ significantly from the cor- 


Cumulative percent of discharges among first admissions 
to New York civil state hospitals during specified periods after admission, 


classified according to mental disorders 


With 
cerebral 
PERIOD OF All firstad- General arterio- Involu- Manic- Dementia 
HOSPITALIZATION missions paresis Alcoholic sclerosis Senile tional depressive praecox 
MALES » 
First three months 9.5 2.7 21.5 3.2 1.5 6.2 20.4 7.4 
Second three months 12.0 4.2 24.8 3.8 1.8 8.3 24.5 11.7 
Third three months 13:3 4.8 26.2 4.3 ra) | 9.1 26.1 14.0 
Fourth three months 14.4 5:8 27.2 4.7 2.3 9.6 27.2 15.7 
First year 14.4 5.3 27.2 4.7 2.3 9.6 27.2 15.7 
Second year 85.9 25.2 "57.6 13.5 5.1 59.1 76.0 52.5 
Third year 39.7 28.6 63.0 IC Ly fee eran SJ 66.1 80.6 60.4 
Fourth year 41.3 30.4 64.8 15.5 5.9 67.7 82.0 63.6 
Fifth year 42.0 31.2 65.6 15.6 5.9 68.2 82.6 65.5 
å FEMALES 
First three months 6.7 2.6 13.1 2.8 1.6 7.1 14.9 5.6 
Second three months 8.7 4.6 16.2 3.4 1.8 8.5 18.7 9.0 
Third three months i Er A A 17.3 3.7 1.9 9.8 20.0 10.7 
Fourth three months 10.5 5:7 18.3 4.2 2.2 10.8 21.3 11.8 
First year 10.5 5.7 18.3 4.2 2:2 10.8 21.3 11.8 
Second year 37.0 81.5 61.1 15.4 5.2 57.7 78.3 51.5 
Third year 41.2 35.6 67.4 16.7 5.8 64.5 84.4 58.7 
Fourth year 42.8 36.7 69.2 17.1 6.0 68.2 86.3 61.3 
Fifth year 43.5 37.2 70.0 17.2 6.1 69.6 86.7 62.7 
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TABLE M 


Rates of discharge * among first admissions f 
to New York civil state hospitals during specified periods after admission, 
classified according to mental disorders 


PERIOD OF All first ad- General 
HOSPITALIZATION missions paresis Alcoholic 
First three months + 453.4 130.5 889.2 
Second three months} 146.3 81.4 176.1 
‘Third three months t 84.6 $7.2 83.0 
Fourth three months ¢ 65.8 33.4 61.9 
First year 166.5 63.7 281.7 
Second year 395.4 352.6 471.8 
Third year 134.2 111.9 167.1 
Fourth year 74.1 78.2 78.7 
Fifth year 36.4 45.4 $9.2 
First three months + 309.2 118.3 545.3 
Second three months} 108.3 104.7 154.0 
Third three months + 57.4 21.0 55.9 
Fourth three months + 49.9 44.1 50.8 
First year 119.8 66.0 189.4 
Second year 429.1 388.9 589.3 
Third year 136.0 115.4 222.1 
Fourth year 66.7 41.7 107.5 
Fifth year 32.9 21.1 62.5 


* Per 1,000 annual exposures. 
t On an annual basis 


responding percentage for the cohort of 
1909-10. This must be attributed to the 
great increase of first admissions with psy- 
choses with cerebral arteriosclerosis and 
senile psychoses, both of which have low 
rates of discharge. On the other hand, 
there has been great improvement among 
other groups of first admissions. Of general 
paretics 17% were discharged within five 
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With 


cerebral 
arterio- Involu- Manic- 
sclerosis Senile tional depressive 


184.1 95.2 258.9 847.0 

39.6 25.9 95.9 224.4 171.2 
35.7 27.9 40.0 92.8 105.8) 
33.4 23.8 24.5 63.6 80.3 
62.9 33.5 100.6 281.4 158.6 

231.4 94.5 628.9 750.0 454.5 
57.5 25.4 242.4 $27.9 176.9 
54.8 33.6 17.4 166.7 87.6 
5.4 - 35.7 83.3 57.2 

FEMALES 

152.0 93.0 297.0 612.5 228.1 
43.3 12.1 66.7 187.6 147.7 
25.9 7.6 60.4 69.1 75.1 
43.6 26.6 47.3 70.7 49.7 
56.1 30.4 112.1 218.7 119.5 

268.0 78.8 585.3 767.6 467.5 
57.0 24.4 211.0 390.0 158.9. 
25.7 9.4 143.1 250.0 68.5 


61.4 108.1 37.4 


years during the early epoch. During 19 
49 the percentage was doubled, a conse- 
quence of the new methods of therapy. T! 
introduction of the shock therapies a 
brought about higher rates of discha 
Thus 57% of the early cohort of manic 
depressive first admissions were discharg d 
within five years, compared with 75% of the 
current cohorts. A similar increase oc 


in connection with dementia praecox, the 
percentages of discharge within five years 
being 30 for the early cohort and 60 for 
the current cohorts, 

Table IV shows the condition of the pa- 
tients who were discharged within two years 
after hospitalization. This period was se- 
lected because almost 90% of the discharges 
among the first four cohorts occurred within 
this period. Of all the males 12.4% were 
recovered. This varied from minima of 
0.6%, for the seniles and 2.9% for the arter- 
iosclerotics to a maximum of 44.1% for the 
manic-depressives and 40.4% for the alco- 
holics. The involutional group had a rel- 
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atively high percentage of recovery, 31.5. _ 
Those showing any degree of improvement, 
including recovery, totaled 31.29%. These 
percentages varied from a minimum of 4.1 
for the senile group and 12.5 for the arterio- 
sclerotics to a maximum of 75.0 for the 
manicdepressive group, 57.5 for the involu- 
tional and 56.9 for the alcoholic groups. 
It may also be noted that 11.9% of the first 
admissions with dementia praccox were dis- 
charged as recovered and that 46.8% 
showed some degree of improvement includ- 
ing recovery. 

In the case of the females 14.6% were dis- 
charged as recovered. This varied from 


Discharges among first admissions to New York civil state hospitals, 
in percent, within two years after admission, 
classified according to mental disorders and condition at discharge 


With 
cerebral 
CONDITION AT All firstad- General arterio- Involu- Manic- Dementia 
DISCHARGE missions paresis Alcoholic sclerosis Senile tional depressive praecox 
MALES 
Recovered 12.4 5.3 40.4 2.9 0.6 $1.3 4.1 11.9 
Much improved 11.0 13.1 10.3 5.2 1.3 18.0 21.7 20.4 
Improved 7.8 5.1 6.2 4.4 2.2 8.0 9.2 14.5 
Unimproved 2.8 ATÁ es | 1.3 1.0 1.5 1.2 5.9 
Without psychosis 17 - = - - - - - 
Total 35.8 25.2 58.1 13.7 5.1 58.8 76.1 52.7 
FEMALES 
Recovered 14.6 6.1 39.3 3.7 0.6 28.8 48.4 16.3 
Much improved 12.3 16.0 14.1 5.6 1.2 17.3 18.2 20.9 
Improved 7.4 7.8 6.0 4.9 2.3 9.2 8.2 10.8 
Unimproved 2.3 ey 2.1 14 1.1 2.0 2.6 3.8 
Without psychosis 0.5 - - - = - - - 
Total 37.2 $1.6 61.5 15.6 5.8 57.3 77.4 51.8 
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0.6% for the seniles and 3.7% for the arteri- 
osclerotics to 48.4% for the manic-depres- 
sives and 39.3% for the alcoholics. Based 
upon all degrees of improvement the per- 
centages averaged 34.3 for all female first 
admissions and varied from a minimum of 
4.1 for the seniles and 14.2 for the arterio- 
sclerotics to a maximum of 74.8 for the 
manic-depressives and 59.4 for the alco- 
holics, 

As with discharges in general, percentages 
of recovery and of other degrees of improve- 
ment among all first admissions during 
1944-48 did not differ significantly from 
those during 1909-10. Again this must be 
attributed to the influence of the growing 
proportions of first admissions with psy- 
choses associated with advanced age. The 
percentages of recovery for the early and 
current cohorts of first admissions with Psy- 
choses with cerebral arteriosclerosis were 
2.1 and 3.3 respectively. Among the seniles 
they were 0.7 and 0.6% respectively. If 
One considers all degrees of improvement, 
including recovery, the results are similar. 
This leads to the inference that first admis- 
sions with psychoses associated with ad- 
vanced age now constitute a poorer physical 
selection and therefore have a lesser chance 
of recovery or of improvement. 

Other groups have reacted more favor- 
ably, however. There were no recoveries 
among general paretics included in the co- 
hort of 1909-10, compared with 5.6% of the 
current cohorts. All degrees of improve- 
ment in this group increased from 8.8% to 
25.8%. Among manic-depressives the per- 
centage discharged as recovered increased 
from 33.9 to 47.2, and all degrees of im- 
provement increased from 46.2 to 74.8%. 
Dementia praecox is of special importance 
because it includes so large a percentage of 
the total admissions. Percentages of re- 
covery in this group were 1.6 and 14.5 for 
the early and current cohorts respectively. 
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For all degrees of improvement the cor 
responding percentages were 13.9 and 47.5 
respectively. 


MORTALITY 


Table V summarizes mortality among the 
cohorts, by percent, during specified periods 
of hospitalization. Mortality was heaviest 
during the first year of hospitalization. An 
average of 27.4%, of the male cohorts died 
during this year. Two-thirds of the deaths 
within the first year occurred during the 
first three months. Mortality decreased 
rapidly after this period and tended towards 
stabilization after the second year. Mortal- 
ity was highest in the senile group, of whom 
42.4% died within three months after ad- 
mission. By the end of the first year 62.4% 
of the seniles had died. Mortality was also — 
high among first admissions with psychoses 
with cerebral arteriosclerosis. A third died 
within three months and a half died by the 
end of the first year. Mortality was rela- 
tively high among general paretics, of whom 
a fifth died during the first three months 
and a third died during the first year. On 
the other hand, the percentage of those dy- 
ing was low for the dementia praecox pa- 
tients and relatively low for the manic- 
depressive and alcoholic groups. 

Of the total female cohorts 15.4% died 
within the first three months of hospitaliza- 
tion. The percentage grew to 24.4 by the 
end of the first year. Mortality was highest 
in the senile group, of whom a third died 
within three months and 54% died within 
a year. Mortality was almost as high in 
the arteriosclerotic group, of whom 49% 
died during the first year. A fourth of the 
female general paretics died during the first 
year, less than the corresponding percent- 


age for males. Mortality was lowest among | 


the group with dementia praecox. 
Of the male cohorts, an average of 39% 


; 


l 


died within five years (see Table VI). The 
cohort with senile psychoses was far above 
this with 83.6%. Psychoses with cerebral 
arteriosclerosis followed with 72.1%. 
Slightly less than half of the male general 
paretics died within this period. On the 
other hand, the total mortality among male 
first admissions with dementia praecox 
averaged only 5.8%. Of the manicdepres- 
sive group 9.7% died within five years. The 
percentage for the alcoholic group was 11.1. 
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Of the female cohorts 36% died within 
five years. The total percentage of mortal- 
ity varied from a maximum of 79.6 in the 
senile group and 70 in the arteriosclerotic 
group to a minimum of 5.2 for dementia 
praecox. Total mortality was 6.2% for 
manic-depressives and 9.7% for the alco- 
holic group. Of the female general paretics 
38.9%, died, compared with 47.2% of the 
males. 

To complete the picture with respect to 


Percent of first admissions to New York civil state hospitals 
dying during specified periods after admission, 


classified according to mental disorders 


With 
cerebral 
PERIOD OF All firstad- General arterio- Involu- Manic- Dementia 
HOSPITALIZATION missions paresis Alcoholic sclerosis Senile tional depressive praecox 
MALES 
First three months 18.0 19.3 3.7 $4.0 42.4. 5.4 4.2 1.3 
Second three months 4.5 7.8 1.2 8.2 9.6 1.8 1.4 0.5 
Third three months 2.8 3.9 0.9 5.3 6.1 1.3 0.4 0.4 
Fourth three months 2.1 3.2 0.8 4.2 4.3 1.0 0.3 0.2 
First year 27.4 $4.2 6.6 51.7 62.4 9.5 6.3 2.4 
Second year 4.8 6.1 1.5 8.6 9.3 2.5 27 0.8 
Third year 3.1 3.4 ie} 5.4 5.6 1.8 - 0.6 
Fourth year zil 2.2 1.0 3.6 3.6 1.3 0.7 0.9 
Fifth year 1.6 1:3 0.3 2.8 2.7 1.1 - 0.6 
ùr FEMALES 
First three months 15.4 15.6 4.5 31.7 32.9 5.4 3.4 1.6 
Second three months 4.3 4.3 1.4 8.1 10.4 1.2 0.4 0.5 
Third three months Avi ol 0.6 5.3 6.7 0.7 0.6 0.2 
Fourth three months 2.0 3.3 0.6 8.9 Iy 4.4 0.7 0.4 0.2 
First year k 24.4 25.9 JA 49.0 54.4 8.0 4.8 2.5 
Second year 5.0 4.0 1.5 9.2 12.0 1.8 0.6 0.7 
Third year 2.9 4.7 0.7 4.9 6.2 0.7 0.6 0.7 
Fourth year 2.1 2.7 0.4 3.7 4.3 0.8 - 0.7 


Fifth year 1.6 - 


3.2 2.7 0.4 


mortality it is necessary to consider the rates 
per 1,000 annual exposures. These are 
given in Table VII. In every case mortality 
was highest during the first three months of 
hospitalization. The total male cohorts had 
a rate of 786.1 during the first three months. 
The rate decreased steadily during the re- 
mainder of the first year and averaged 296.2 
for that period. The rate dropped after 
the first year and reached a minimum of 
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88.6 during the fifth year. The rates were 
highest in the senile group. The entire 
group would have died during the first 
year had the rate during the first three 
months been maintained. The rate dropped, 
however, and averaged 631.7 for the first 
year. It decreased during subsequent years 
but was stabilized after the second year. 
Rates were also high for the arteriosclerotic 
group. The rate averaged 529.6 during the 


Cumulative percent of mortality among first admissions 
to New York civil state hospitals during specified periods after admission, 


classified according to mental disorders 


ee a 


With 
cerebral 
PERIOD OF All first ad- General arterio- Involu- Manic- Dementia 
HOSPITALIZATION missions paresis Alcoholic sclerosis Senile tional depressive praecox 
“<TR MALES 
First three months 18.0 19.3 3.7 34.0 42.4 5.4 4.2 1.3 
Second three months 22.5 27.1 4.9 42.2 52.0 72 5.6 1.8 
Third three months 25.3 31.0 5.8 47.5 58.1 8.5 6.0 2.2 
Fourth three months 27.4 34.2 6.6 51.7 62.4 9.5 6.3 2.4 
First year 27.4 34.2 6.6 51.7 62.4 9.5 6.3 2.4 
Second year 32.2 40.3 8.1 60.3 71.7 12.0 9.0 3.2 
Third year 35.3 43.7 9.8 65.7 77.3 13.8 9.0 3.8 
Fourth year 37.4 45.9 10.8 69.3 80.9 15.1 9.7 4.7 
Fifth year 39.0 47.2 11.1 72.1 83.6 16.2 Oy, 5.3 
FEMALES 
First three months 15.4 15.6 4.5 31.7 32.9 5.4 3.4 1.6 
Second three months 19.7 19.9 5.9 39.8 43.3 6.6 3.8 2.1 
Third three months 22.4 22.6 6.5 45.1 50.0 7.3 4.4 2.3 
Fourth three months 24.4 25.9 7.1 49.0 54.4 8.0 4.8 2.5 
First year 24.4 25.9 71 49.0 54.4 8.0 4.8 2.5 
Second year 29.4 29.9 8.6 58.2 66.4 9.8 5.4 3.2 
Third year 82.3 34.6 9.3 63.1 72.6 10.5 6.0 3.9 
Fourth year 34.4 37.3 9.7 66.8 76.9 11.3 6.0 4.6 
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Fifth year 36.0 38.9 9.7 70.0 79.6 11.7 6.2 5.2 


; 
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Rate of mortality * among first admissions 
to New York civil state hospitals during specified periods after admission, 


classified according to mental disorders 


————— 


PERIOD OF All firstad- General 


HOSPITALIZATION 


missions paresis Alcoholic sclerosis Senile 


With 
cerebral 
arterio» Involu- Manic- Dementia 


tional depressive praecox 


a 


First three months + 786.1 792.6 183.5 
Second three months + 256.6 404.7 69.0 
Third three months + 176.3 230.2 53.4 
Fourth three months + 142.1 202.3 45.4 
First year 295.2 $51.8 77.0 
Second year 103.4 122.6 30.0 
Third year 109.3 14a 55.7 
Fourth year 96.7 95.7 45.7 
Fifth year 88.6 67.4 13.2 
First three months + 652.8 637.4 200.9 
Second three months} 223.4 216.9 72.4 
Third three months + 157.5 142.8 $1.2 
Fourth three months ¢ 120.4 185.1 31.9 
First year 257.9 266.9 78.0 
Second year 98.8 72.0 29.8 
Third year 94.2 130.8 29.1 
Fourth year 84.9 101.0 22.4 
Fifth year 74.0 61.9 - 


* Per 1,000 annual exposures. 
+ On an annual basis. 


first year but was stabilized at approxi- 
mately 200 in subsequent years. Mortality 
was also high in the group with general 
paresis. The rate was 792.6 during the 
first three months, averaged 351.8 for the 
first year and declined to 67.4 during the 
fifth year. The lowest rates occurred in 
the group with dementia praecox. The rate 


) Was only 53.8 during the first three months 


x 


MALES 
(1000.0) (1000.0) 220.0 2026 53.8 
528.8 687.4 80.8 82.3 22.0 
$94.7 583.4 63.6 23.6 18.0 
$51.7 486.7 48.8 16.1 11.4 
529.6 681.7 9.8 73.0 25.5 
226.9 285.3 45.1 64.5 13.3 
227.4 © 267.2 66.7 - 15.1 
209.2 266.4 64.9 87.0 4.4 
211.3 300.0 70.2 - 18.6 
FEMALES 
(1000.0) (1000.0) 298.8 154.2 67.4 
499.0 640.9 57.5 23.6 18.8 
877.6 488.6 33.6 27.3 11.3 
304.4 $71.8 82.7 24.8 11.5 
500.3 550.6 84.4 53.7 26.8 
225.4 285.6 32.1 13.2 11.0 
193.8 236.6 25.0 47.3 16.4 
195.1 222.2 31.7 =- 18.0 
202.4 190.0 20:9 55.6 15.8 


and averaged 25.5 for the first year. The 
rates were lower in subsequent years, with 
no apparent trend. Mortality was also rela- 
tively low among the cohorts with manic- 
depressive and alcoholic psychoses. 

The general trends of mortality were 
similar for females, although at a lower 
level. The female cohorts had a rate of 
652.8 during the first three months and 
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averaged 257.9 for the first year. The rates 
dropped rapidly during subsequent periods, 
with a minimum of 74.0 during the fifth 
year. As with males, the female cohort 
with senile psychoses died during the first 
three months at a rate which, if continued, 
would have eliminated the entire group in 
less than a year. However, the rate aver- 
aged 550.6 for the first year and declined 
to a minimum of 190 during the fifth year. 


The female cohort with psychoses with cere- 
bral arteriosclerosis showed a similar trend, 


TABLE VIII 


although at a lower level than the senile 
group. The cohort with general paresis 
began with a rate of 637.4 during the first 
three months, averaged 266.9 during the 
first year and fluctuated irregularly at a 
lower level during the remaining years. The 
cohorts with dementia praecox had the low- 
est rates of mortality, the rate of 26.8 dur- 
ing the first year contrasting strongly with 1 
the average of 257.9 for all female first — 
admissions. The rates were also relatively 
low for the female cohort with manic-depres- 
sive psychoses. 


Percent of first admissions remaining in continuous residence 
in New York civil state hospitals at end of specified periods after admission, 


classified according to mental disorders 


With 
cerebral 
All first ad- General arterio- Involu- Manic: Dementia | 
END OF missions paresis Alcoholic sclerosis Senile tional depressive praecox 
aS RT eng = Sh Se EINES 
MALES 
Third month 72.4 77.9 74.8 62.8 56.1 88.4 75.4 91.3 
Sixth month 65.4 68.7 70.3 53.9 46.2 84.6 69.8 86.6 
Ninth month 61.3 64.2 67.9 48.2 39.8 82.4 67.8 83.9 
First year 58.1 60.4 66.1 43.6 85.3 80.9 66.4 82.0 
Second Year 30.6 33.4 33.3 24.9 21.8 28.6 14.9 43.8 
Third year 23.1 25.3 26.1 17.7 15.0 21.0 9.3 36.4 
Fourth year 18.8 20.0 20.5 13.8 9.7 18.0 6.7 $2.6 
Fifth year 16.4 16.9 18.6 10.4 6.2 13.7 5.7 30.2 
FEMALES 
Third month 77.9 81.9 82.4 65.6 65.4 87.6 81.8 92.8 
Sixth month WY 75.4 77.9 56.9 54.9 84.9 77.5 88.9 
Ninth month 67.9 72.4 76.2 51.2 48.1 82.9 75.7 87.0 
First year 65.0 68.3 74.6 46.8 43.3 81.3 73.9 85.7 
Second year $2.8 38.6 29.0 25.9 28.6 32.8 16.9 44.9 
Third year 25.3 29.8 21.2 19.7 19.9 25.1 9.2 37.8 
Fourth year 21.4 26.0 15.1 14.9 14.8 21.4 5.8 35.4 
Fifth year 19.4 23.9 12.8 12.4 11.3 18.7 3.9 34.9 


ce 
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The over-all rate of mortality for the cur- 
rent cohorts of 1944-48 exceeded that for 
the cohort of 1909-10. Thus 37.5% of the 
former died within five years, compared 
with 32.6% of the early cohort. As with 
rates of discharge, this resulted from the 
high rates of mortality among first admis- 
sions with psychoses with cerebral arterio- 
sclerosis and senile psychoses. In fact, the 
current cohorts with the latter groups of 
psychoses showed higher death rates than 
those of 1909-10. Thus among the early 
arteriosclerotic group 69.1% died within 
five years, compared with 71.1% of the cur- 
rent group. The corresponding percent- 
ages for the senile cohorts were 76.1 and 
81.6 respectively. However, other groups 
of mental disorders have shown improve- 
ment with respect to mortality. The most 
remarkable change was with respect to gen- 
eral paresis. Although the mortality is still 
high it has nevertheless been reduced from 
70.4%, of the early cohort to 43.1% of the 
current cohort. Improvement was also 
shown by the current cohorts with manic- 
depressive psychoses, the mortality having 
been reduced from 11.3% to 8.0%. The 
cohorts with dementia praecox showed a 
reduction in mortality from 8.9% to 5.3%. 


The number of male patients remaining 
continuously on the books at the end of five 
years was reduced to 16.4% of the original 
total. Primarily because of the heavy mor- 
tality this was reduced to 6.2% of the cohort 
with senile psychoses and to 10.4% of the 
cohort with psychoses with cerebral arterio- 
sclerosis. The percentage was even lower 
for the manic-depressive cohorts (5.7%), a 
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consequence of the rapid rate of discharge 
among this group. The highest percentage 
remaining on the books occurred in connec- 
tion with dementia praecox. This was 
owing to the fact that rates of discharge 
and of mortality were both low in, this 
group. 

The general picture was the same for the 
female cohorts. Of the total cohorts 19.4% 
were still on the books at the end of five 
years. This varied from a minimum of 
3.9% for the manic-depressive cohorts to a 
maximum of 34.9% for dementia praecox. 
Because of the heavy mortality the final 
percentages were also low for the senile and 
arteriosclerotic cohorts. 

Comparisons may be made with the co- 
horts of 1909-10. The latter, however, in- 
cludes patients who were readmitted. On 
this basis there was little difference between 
the two sets of cohorts. The percentages re- 
maining at the end of five years were 25.8 
for the early cohort and 22.4 for the current 
cohorts. This was primarily owing to the 
influence of the arteriosclerotic groups. Be- 
cause of increased mortality the percentages 
for the senile cohorts were reduced from 
12.5 to 9.8. General paresis shows a re- 
markable change. Because of the great de- 
crease with respect to mortality the percent- 
age remaining at the end of five years was 
increased from 12 to 22.7. On the other 
hand, largely because of increased discharge 
rates the final percentages with manic-de- 
pressive psychoses were reduced from 15.6 
to 12.8. In the case of dementia praecox 
the final percentages were reduced from 54 
to 43.5. 
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THE CRIMINAL, THE JUDGE 
AND THE PUBLIC: 
A PSYCHOLOGICAL ANALYSIS 


By Franz Alexander, M.D., and Hugo Staub 
Glencoe, Ill., Free Press, 1956. 239 pp. 


This book was originally published in Ger- 
man in 1929 and translated into English 
in 1931, the translation being made by 
Dr. Gregory Zilboorg. This book, written 
by a practicing attorney and by a psycho- 
analyst, was a pioneering effort, bringing 
to the attention of the general public a de- 
scription of the neurotic criminal with a 
severe and rigid conscience, which produced 
in him an unconscious sense of guilt. 

In the revised edition Dr. Alexander, 
one of the authors, has added four chapters 
to the original text. These include an 
expert opinion given to a German court 
about the case of a 19-year-old double mur- 
derer; an expert opinion given on the case 
of a delinquent waiter under the title of 
“A Possessed Automobilist”; a chapter on 
“Psychic Determinism and Responsibility,” 
and a chapter on “Psychiatric Contribution 
to Crime Prevention.” Three of these four 
chapters have been published elsewhere. 

In the preface to the revised edition Dr. 
Alexander emphasizes the difference in 
attitude of the American and the German 
medical and legal professions toward the 
criminal. In the United States considerable 
stress is put on the so-called “normal,” non- 
neurotic criminals; this group of criminals 
has been largely neglected in the German 
literature, where the interest was primarily 
psychological. The American offenders 
appear to have more sociological than 
psychological causative factors and their 
anti-social acts are explained on the theory 
that they belong to a special community 
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which has its own moral code which dif- 
fers from that of the rest of society. These 
people are primarily considered as prod- 
ucts of a special social environment, and 
their criminal behavior is not necessarily 
the outcome of unconscious neurotic trends 
reaching back into early childhood. 

In this book, both in its original and in 
its revised edition, stress is laid on the psy- 
chological factors. Dr. Alexander writes: 
“The motivational studies in this book, 
however, apply also to this category of 
offenders [non-neurotic criminals], because 
both conscious and unconscious motiva- 
tions operate in all human beings. It is 
only a difference in degree in which un- 
conscious motivations contribute to normal 
and neurotic behavior.” 

The clinical material in the original 
version as well as in the revised edition | 
makes fascinating reading and points out | 
clearly the unconscious motivations for 
crime and the need that criminals have 
to suffer punishment. 

In the chapter on crime prevention Dr. 
Alexander stresses that in the field of 
criminology there must be an integration 
of the biological, psychological and socio- 
logical knowledge if there is to be a scien- 
tific basis for crime prevention. He em- 
phasizes that the public and those who i 
deal professionally with criminals must be — 
freed from emotional reactions towards the 
criminals which interfere with intelligent, 
scientifically founded penal procedures. 

Dr. Alexander writes: “We must clearly 
make up our minds what penal principle 
we want to accept, and then we must treat 
the criminals accordingly from the time 
they are detected and arrested by the police 
until they are released from the prison. On 
the basis of psychiatric diagnosis, we will 
have to classify the prisoners into two large 


groups: those who seem to us unimprovable 
and resistant to any psychotherapeutic ap- 
proach, and a more promising improvable 
group. Towards the latter, we have to as- 
sume not a retaliatory but a purely thera- 
peutic attitude. The unimprovable group 
must remain segregated from the rest of 
the society so long as they appear potential 
dangers. 

“Psychiatry, however, will have no chance 
to contribute anything of real consequence 
to crime prevention as long as we have not 
freed our fundamental attitude toward the 
problem of criminality from those more 
primitive emotional reactions which have 
pervaded our whole penal system in the 
past.” 

The reviewer of this book heartily en- 
dorses these sentiments. In conclusion he 
is gratified that this book is being repub- 
lished with additional clinical material; 
he hopes that it will have a very wide audi- 
ence not only within the psychiatric and 
the legal profession but also among intel- 
ligent lay groups. Lay as well as profes- 
sional persons can profit greatly from read- 
ing this very beautifully written, scientific 
contribution to the field of criminology— 
Frank J. Curran, M.D., Children’s Service 
Center of Charlottesville and Albemarle 
County, Va. 


MOBILIZING COMMUNITY 
RESOURCES FOR YOUTH 


By Paul H. Bowman, Robert F. DeHaan, 
John K. Kough and Gordon P. Liddle 


Chicago, University of Chicago Press, 1956. 138 pp. 


The preface of this monograph states: 
“This is the third in a series of reports on 
the work of the community youth develop- 
ment program sponsored by the Commit- 
tee on Human Development of the Uni- 
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versity of Chicago.” The study was begun 
in 1951 and will continue for ten years. 
The basic query in this study is stated on 
page 3: “What can communities do to help 
prevent, or to solve, the personal and social 
problems of their children? How can ex- 
isting research knowledge and clinically de- 
veloped techniques be made available to 
local communities in a usable form? Can 
a youth development program be devised 
the operation of which will rely mainly on 
residents in the community and require a 
minimum of expenditure of funds?” 

To find answers the University of 
Chicago sent four or more staff members 
trained variously in psychology, sociology, 
education and social work to live and work 
in a community of 40,000. A Quincy 
Youth Development Commission was 
formed from citizens in the community, 
and the trained workers might be called 
the “executive staff” of the commission. 

There are many aspects of the study. 
One experiment is the selection and obser- 
vation of groups of school children in the 
fourth grade who are either gifted, with- 
drawn or aggressive. Control groups were 
also carefully selected. Special services 
(remedial, therapeutic or enriched pro- 
grams) were then provided for the experi- 
mental groups by the staff, or by others 
trained by the staff. The groups will be 
observed for a long period. The methods 
of selecting the sample of school children 
is described and the tests used in the proc- 
ess are printed in the appendix. This 
accounts for about half of the text of the 
monograph. 

The remainder of the text describes how 
the staff group worked with teachers and 
community agencies and with volunteers to 
try to meet the needs of the children 
selected. Also the influence of the staff in 
the community has stimulated mental 
health activities in general. A Mental 
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Health Center has been started as well as 
a Mental Health Association. How this 
was accomplished is described and much 
careful analysis of the effective methods for 
community action is presented . 

The project is worthwhile and the integ- 
rity of the data and of the workers appears 
unquestionable. The evaluation of the 
changes in the community after ten years 
as a result of these efforts should be en- 
lightening, and may serve as a model for 
other communities who become concerned 
for the welfare of youth—C. Dovcras 
Daruinc, M.D., Cornell University Student 
Medical Clinic. 


PROBLEMS OF ADOLESCENTS 
By H. Edelston 
New York, Philosophical Library, 1956. 174 pp. 


This book is primarily a report on the 
author's experience in giving education in 
sexual matters to youth groups in England. 
In addition, while describing his method 
of procedure he presents his own philos- 
ophy of sexual control and expression, 

The educational method used was to 
give a more or less formal lecture on sexual 
matters at the first meeting of the youth 
group and then to ask for written questions. 
The questions were answered during sub- 
sequent sessions. There was some free dis- 
cussion during the periods when questions 
were answered. 

About half the book is taken up with 
the presentation of a philosophy of sex 
arrived at by the author after years of 
psychiatric practice and youth group in- 
struction. He appears to favor more dognta 
rather than less along religious and moral 
lines. 

I think one could rightfully assume that 
Dr. Edelston was eminently successful in 
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his personal youth group experiences. As 


anyone knows who has attempted similar | 


projects it is almost impossible for the 
printed page to capture the personal equa- 
tion of the lecture or the discussion. What 
may appear slightly pedantic in this book 
would probably make quite a different im- 
pression “on the firing line” of the group. 

For adults who are looking for help in 
how to run discussion groups on the topic 
of sex education for youth, this book will 


be helpful. Many questions raised by the | 


groups are presented in the book and some 
of these are directly answered. Many 
youths today know most of the facts about 
sex, but the opportunity to gain construc- 
tive sexual attitudes from well-adjusted 
adults is rare. Such attitudes are gained 
from personal contact, rarely from the 
printed page. 

This book would be more properly 
named were it called Sexual Problems of 
Adolescents. Adolescent problems other 
than sexual are hardly mentioned.—C. 
Douctas Daruinc, M.D., Cornell Univer- 
sity Student Medical Clinic. 


HYPNOTHERAPY 
WITH CHILDREN 


By Gordon Ambrose 
New York, John DeGraff, 1956. 135 pp. 


This is a small book. It is well“written, 
readable and relatively free of psychiatric 
jargon. Directed primarily toward stu- 
dents and practitioners of Great Britain’s 
National Health Service, it stresses the im- 
portance of emotional problems in practice 
and attempts to help the practitioner to 
feel more adequate in handling these prob- 
lems by supplying him with a specific 
method. 

The author repeatedly emphasizes the 


; 
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value of hypnosis as though he were called 
upon to defend it. He cites the Subcom- 
mittee on Psychological Medicine Group of 
the British Medical Association: “Clinical 
use of hypnosis should be taught to all 
medical postgraduates training as special- 
ists in psychological medicine.” Hypnosis 
is a highly technical branch of medical psy- 
chology; one might question the wisdom of 
its wholesale application by the uniniti- 
ated. The author offers this method as 
an alternative to psychoanalytical methods, 
psychotherapy or play therapy “for super- 
ficial neuroses,” but also includes such con- 
ditions as asthma, epilepsy and delinquency. 

The first of three parts contains an his- 
torical account of hypnosis, its trials and 
tribulations. Interestingly, Freud is said 
to have abandoned hypnosis because he 
was gentle and unable to use a forceful 
tone of voice; thus he was incapable of 
hypnotizing some of his patients. Later, 
however, he predicted that its use would 
be reinstituted for superficial cases. “The 
author gives in detail the method that he 
employs in hypnosis and describes its stages, 
stressing the rapidity with which it can be 
accomplished—seldom over a few minutes 
for the experienced person. This, he con- 
tinues, “opens a channel up in the (child’s) 
mind for the doctor’s suggestion.” The doc- 
tor is pictured as an authoritarian figure 
who tells the patient what to do. He 
allays tension, fear and worry by positive 
suggestion. This is the “establishment of 
rapport,” which is used to reeducate the 
attitudes of the patients and their parents 
as well. Throughout the rest of the book, 
the author touches rather sketchily on the 
factors behind the tension and anxiety but 
stresses the importance of removing the ten- 
sion first by hypnosis, almost as though this 
preceded the problem. (The) “main point 
is that the worried, anxious and tense child 
can seemingly be made happier by one 
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interview.” This can surely be accom- 
plished by skillful people without the use 
of hypnosis. 

Part Two deals with a segment of the 
psychopathology of childhood according to 
the following scheme: Depression, frustra- 
tion and conflict lead to tension which, if 
untreated, results in chronic tension. “Ten- 
sion is often the kernel of the child's 
difficulties.” With tension as a common 
denominator, emotional illness is further 
classified into tension conduct (anxiety, de- 
linquency), tension spasm (enuresis, asthma, 
epilepsy, stammering) and tension action 
(tics and habits, nail-biting). 

Claims of considerable success in dealing 
by hypnosis with such problems as epilepsy, 
asthma and long-term stammering would 
seem extravagant and warrant consider- 
ably more confirmation than is offered. 
Most doctors who treat epileptics would 
hardly be willing to discontinue medica- 
tion altogether for a trial of any kind of 
psychotherapy. In instances of tics and 
habits, the author employs hypnosis with 
the parents to relieve them of their own 
anxiety about the child. It would be a 
boon, indeed, if parental anxiety could be 
magically whisked away in a brief period 
but one is entitled to wonder whether any 
Coué or type of cooing (with or without 
hypnosis) can be relied upon to achieve 
this goal. j 

In Part Three there is a brief recapitula- 
tion of the preceding sections. The author 
summarizes what he considers the advan- 
tages of hypnotherapy over other therapies. 
Finally he lists a series of common-sense 
“do's and don’ts” of mental health as basic 
rules for parents (love, security, understand- 
ing, limitation, etc.) and admonishes the 
doctor to “study the patient in relation to 
the illness.” Since this book is addressed 
to students and young practitioners, this 
is probably the best and most practical 
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part of the book, which closes with a quo- 
tation from R. R. Bomford in defining 
health: “A person’s health depends first on 
the constitution he is born with, and then 
on the success he has in constantly ad- 
justing either himself to his environment 
or his environment to himself so that a 
reasonable degree of harmony is main- 
tained both within himself and between 
himself and the social and material world 
in which he lives. ”™—LEONARD LessER, M.D., 
Johns Hopkins Hospital. 


COUNSELING AND PSYCHOTHERAPY 
WITH THE MENTALLY RETARDED 


Chalmers L. Stacey and 4 
Manfred F. DeMartino, eds. 


Glencoe, Ill., Free Press, 1957. 478 pp- 


As this book points out in any number of 
places, concern among professionals over 
the therapeutic amelioration of the con- 
flicts, adverse attitudes and general emo- 
tional problems of the mentally retarded is 
of recent origin. Now is assembled for the 
first time, as far as this reviewer knows, a 
collection of papers on counseling and psy- 
chotherapy with the mentally retarded. Its 
scope is broad, encompassing psychoanaly- 
tic, directive, non-directive, play, sociodra- 
matic, group, speech, occupational and 
even “industrial” therapy and an almost 
equal range of types of counseling, culmi- 
nating in an important chapter on counsel- 
ing with parents. The final chapter by 
DeMartino, one of the editors, offers ob- 
servations (derived from obvious pertinent 
personal experience) on the use of this 
variety of techniques, and attempts to 
relate them to basic personality theory. 
The book, except for introductory state- 
ments and the final chapter, contains 
abridgements of previously published pa- 
pers. Some further space might have been 
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saved by deleting references in many arti- 
cles to the setting in which the therapy or 
counseling was attempted. It was usually 
unnecessary to have a description of the | 
clinic or institution to comprehend the 
process reported. The articles, the editors 
acknowledge, “are not all of the same 
quality.” The reviewer agrees! Certain 
high-quality sections are worthy of whatever 
commendation specific designation in this 
review affords. Such recognition should be 
accorded to Sarason, Pearson, Ackerman 
and Menninger, Cotzin, Fisher and Wolf- 
son, Kanner and Reingold. 

Descriptions of treatment of retardates 


/ with IQ’s ranging from 50 to 105 are in- 


cluded. However, the obvious question 
about some of these cases categorized as 
“retarded” is probably no different from 
that any serious professional has about any 
diagnostic formulation or classification 
scheme presently used in connection with 
this class of persons. 

The serious questions come in other 
areas. The very emphasis on the therapeu- 
tic processes tends to diminish the impor- 
tance of relationships between the retarded 
and non-therapists. Attendants, teachers, 
parents, etc., providing sympathetic under- 
standing and an opportunity for emotional 
growth, do effectively alleviate some emo- 
tional problems. The role of the therapist 
as consultant to the non-therapist, the roll- 
ing back of the therapeutic frontiers, are 
rarely stressed. In view of the -obvious 
shortage of counselors and psychotherapists 
such stress is required. Finally, few authors 
raise serious questions about the therapeu- 
tic process. While the book intends to 
point out that the retarded can be helped 
by a therapeutic relationship, it might 
have been hoped that the authors would 
have been less accepting and expressed 
some need for research in the area of 
therapy itself. 


The editors state they intended to in- 
clude primary articles “useful to counsel- 
ors, therapists, psychologists, psychiatrists, 
general medical practitioners, teachers, 
social workers, pediatricians, institutional 
workers, parents of the mentally retarded 
and lay persons who may be interested 
in the treatment of mental retardates”; 
the book will be useful in accordance 
with their ability to take from its pages. 
A greater usefulness, however, is the foster- 
ing of the process of returning to the re- 
tarded full status as individuals with per- 
sonalities. Also, this text may stimulate 
investigation into the emotional problems 
of the retarded and the very nature of the 
therapeutic process itself—Maurice G. 
Korr, Ph.D., New Jersey State Department 
of Institutions and Agencies. 


PSYCHIATRIC EDUCATION 
AND PROGRESS 


By John C. Whitehorn, M.D. 
Springfield, Ill., Charles C Thomas, 1957. 48 pp. 


Dr. John C. Whitehorn in the Salmon Lec- 
tures of the New York Academy of Medi- 
cine, November 30, 1955, presented in his 
address, “Psychiatric Education and Prog- 
ress,” a very comprehensive and stimulating 
discussion of the many different aspects of 
education and the progress of this educa- 
tion in’psychiatry in particular. 

This whole field presents a broad scope 
and, of necessity, the writer has had to 
delve so deeply into the multitudinous roles 
of educators that at times the wood appears 
to be lost in the trees. However, with 
skillful dexterity he has been able to un- 
fold a continuing process of the progress 
over many decades, each of which has added 
scientific enlightenment, finally terminat- 
ing in the writer’s own wishful concepts of 
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a totally integrated view of psychiatric edu- 
cation as we have it today. 

This concept has emphasized the liberal 
approach to education (rather than the 
authoritarian) in which the author suggests 
that a multitudinous approach combined 
with dissent against doctrinaire biases, 
which are phobic defenses in areas of igno- 
rance, can be the only path to future prog- 
ress. He does not exclude the use of avail- 
able concepts as the framework of an 
authoritarian foundation but rather em- 
phasizes that authoritarian attitudes in the 
teacher should be replaced by liberal atti- 
tudes which give the student the feeling 
that he is “welcomed into a working group 
of senior stafly’ where he is permissively 
and stimulatively guided into experiences 
which become his greatest teacher. In this 
manner the emphasis is shifted from train- 
ing, which may become automatic, to edu- 
cation, which is experiential and indelibly 
impressed by emotional experience. 

In this connection, the use of the library, 
which contains an account of the historical 
developments of the presently available 
concepts, is brought into a more important 
role in the process of education, whereby a 
broader approach to the questions of re- 
search will be developed in the students of 
the future nurtured in this type of educa- 
tional program. Dr. Whitehorn develops 
this thought from the fact that the micro- 
scope had become the arbiter of scientific 
validity, causing the field of believable 
pathology to become walled off, thereby 
excluding chaos but also excluding psycho- 
dynamics. Freud and his workers in turn 
became builders and defenders of doc- 
trinaire dikes, emphasizing meaningful per- 
sonal processes organized into mental 
mechanisms which set up a basis of under- 
standing of human behavior. Thus general 
medicine and psychiatry became divorced 
from each other and lived in autonomy. 


575 


The present trend in education, how- 
ever, is to cultivate a balanced approach 
and to break through these walls of auton- 
omy so that the concept of integration can 
be brought into the spotlight, integration 
between research and service so that the 
scientific method can continue to question 
one’s working assumptions, which will ef- 
fectually break down the doctrinaire biases 
and supply education with further ma- 
terial which can be passed on to the prac- 
titioner in service. This concept the writer 
emphasizes in the question of residency 
training programs, which introduces fur- 
ther complications in terms of vocabulary, 
semantics and communication. This 
thought is elaborated in sthe idea that 
specialization is not totally concerned with 
the preparation and training for service 
functions, but that the process of education 
should be linked up with a concentration 
of investigative effort in special fields and 
that communication through the agency of 
publications and the liberal use of the 
library, as an educative experience, would 
be more creative and promote greater 
progress. 

Dr. Whitehorn’s lectures should be very 
stimulating to those interested in the field 
of education. This book is worthy of at- 
tention by all those interested and par- 
ticipating in the training of all physicians, 
but with special reference to those in 
psychiatry—Joun B. K. Smr, M.D., 
Trenton. 


PSYCHOLOGY, PSYCHIATRY 
AND THE PUBLIC INTEREST 
By Maurice H. Krout, ed. 


Minneapolis, Minn., University of Minnesota Press, 
1956. 217 pp. 


This book, which contains the statements 
of 16 psychologists and one psychiatrist, at- 
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tempts to bring to public attention some of 
the problems that need to be resolved in the 
relationships between these two professions, 


As can be seen from the predominance of — 


psychologists contributing, the book is 
largely devoted to the statements of experi- 
enced psychologists. Dr. Paul Huston, the 
one psychiatrist contributing, offers two 
statements. They are more than his own. 
They are, as he states, “nearly the consensus 
of feeling in American psychiatry today.” 
Here he refers specifically to the “independ- 
ent practice of psychotherapy by psycholo- 
gists.” This is the central issue of contro- 
versy between the two important disciplines. 

Whether this book will help to clear the 
air on this issue or only serve to bring into 
the open this controversial question remains 


to be seen. The positions of each group are 


clearly stated. The public, to whom the 
book is addressed, already confused about 
the differences between a psychiatrist and 
a psychologist, may be even more uncertain 
after reading these statements from individ- 
ual psychologists, several of whom are ac- 
tively engaged in the independent practice 
of psychotherapy. 

Running through most of the statements 


is a positive note and that is the fact that ~ 


the two professions, with a different back- 
ground of training, have a great deal to 
contribute to each other. As they work 
together in hospitals and clinics, the service 
they build is stronger because of their inte- 
grated efforts. Confusion gets into the pic- 
ture when the valuable differences are 
erased as each discipline competes for its 
place in the therapeutic function which, by 
tradition and legal sanction, belongs to the 
medically trained psychiatrists. 

There is one important point of agree- 
ment—all who undertake psychotherapeutic 
responsibility must have special and care- 
fully supervised training. 

The book would have been better bal- 


anced if more psychiatrists had been asked 
to contribute. Sixteeen to one is not a good 
balance, particularly in view of the title — 
Freperick H. ALLEN, M.D., Philadelphia 


NONPARAMETRIC STATISTICS 
FOR THE BEHAVIORAL SCIENCES 


By Sidney Siegel 
New York, McGraw-Hill Book Co., 1956. 312 pp. 


In the past the behavioral scientist has had 
relatively little choice in the type of sta- 
tistics he has been able to employ. He was 
forced to use parametric statistics, i.e., he 
has had to assume that his data emanate 
from a population which gives rise to a 
normal distribution (this can be roughly 
described as a bell-shaped curve where the 
middlemost scores occur most frequently in 
the population and the extreme scores, both 
high and low, occur less frequently). Since 
investigators have found distributions which 
were obviously non-normal, a need arose 
for a type of statistics in which the normal- 
ity assumption did not have to be made. 
Nonparametric statistics, or distribution- 
free statistics as they are otherwise known, 
are essentially of this nature. Now the 
time has finally come in the development of 
nonparametric statistics when the single 
chapter devoted to this subject matter no 
longer “suffices to describe all of its tech- 
niques. Siegel’s book makes available in 
one place many of the nonparametric statis- 
tical tests and the tables of significance levels 
necessary for them. 

With the advent of this book no be- 
havioral scientist should any longer feel 
compelled to assume an equal interval scale 
or a normal distribution when all evidence 
available contradicts these assumptions, 
since such assumptions are not necessary for 
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the proper use of nonparametrics; he should 
not hesitate to apply a statistical test because 
his data are in the form of a nominal scale 
(diagnostic classifications, for example), 
since many of the nonparametric tests of 
significance were made for exactly such 
cases; finally, he should not shirk the task 
of applying statistical tests for want of time 
or computing machines, since the availabil- 
ity of tables and the ease of computation 
of the nonparametric tests make them less 
time-consuming than the classic statistical 
methods. 

The content of the book is quite exten- 
sive in terms of the types of problems for 
which tests of significance are made avail- 
able. Siegel very commendably takes time 
out from telling his readers what to do with 
numbers to teach them to recognize the 
kind of numbers they are dealing with. A 
part of the book deals with the differences 
between nominally ordinal, equal interval 
and equal ratio scales and these distinctions, 
once made, are later utilized to make the 
reader aware of which statistical tests can be 
used for what scales. Siegel’s book makes 
available the analogues of most classical 
parametric significance tests. Just to give 
an example, the ¢ test for the difference 
between two independent samples is 
matched by the following nonparametric 
techniques: the X2 test, Fisher’s exact prob- 
ability test, the median test, the Mann- 
Whitney U test, the Kolmogoroy-Smirnoy 
test, the Wald-Wolfowitz runs test and Pit- 
man’s randomization test. Furthermore, 
the Moses nonparametric test of extreme 
reactions deals with aspects not even de- 
tected by the ¢ test, which is sensitive to 
shifts in location or in dispersion rather 
than to extreme scores. 

This great number of nonparametric tests 
available for estimating significance of dif 
ference makes it possible almost to tailor a 
test to the experiment or analysis being’ 


577 


undertaken by an investigator. Each test in 
the book is described in terms of its func- 
tion and rationale, computational methods 
with cxamples, summary of procedure, 
power of the test and some references. The 
test is compared to all of its parametric and 
nonparametric equivalents and advice is 
given about when to use each one. 

In addition, Siegel’s book contains a 
storehouse of 21 tables which are difficult 
to come by within the confines of any other 
single book. 

Some room for improvement is left in this 
book, however. The author gives no prac- 
tice problems for the student. These would 
certainly be helpful. The explanation for 
the computation of the rank order correla- 
tion coefficient tan is inadequate because no 
instructions are given for what procedure to 
follow when both variables contain tied 
ranks. While a great deal of emphasis is 
given to significance levels, no effort is made 
to explain procedures for computing con- 
fidence intervals, which are important for 
providing the experimenter with estimates 

_ of population measures of central tendency, 
differences between populations, etc. Fi- 
nally, mention must be made of the omis- 
sion of Olmstead and Tukey's corner test 
of association, a very simple correlation 
technique which combines the advantage of 
seeing a relationship graphically with the 
precision of a significance test. 

In conclusion, this reviewer commends 
this book as a very much needed reference 
book as well as a good textbook for the 
omnipresent non-mathematically trained 
student. For the mathematically trained 
behavioral scientist a book like Fraser’s 
might serve to clarify the basis of the tests 
discussed in a practical way by Siegel.— 
Dr. Kurt Sarzincer, New York State De- 
partment of Mental Hygiene 
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A FOLLOW-UP STUDY 
OF WAR NEUROSES 

By Norman Q. Brill, M.D., 
and Gilbert W. Beebe 


Washington, D. C., Veterans Administration, 
393 pp. 


This book represents a tremendous research 
based on clinical and statistical techniqu 
to advance our knowledge of war-time new 
roses. Approximately 1,000 Army and N; 
enlisted men who were admitted to militar j 
hospitals during 1944 with a diagnosis of 
psychoneurosis constitute the samp 
studied. 
The study concerns itself with (1) th J 
characteristics of the sample, (2) how the 
“differed from the general military popul 
tion before and during service, (3) the 
cumstances associated with their ~ 
down, (4) the course of their illness, (5) thi 
quality of any further duty performed, (6) 
what happened to them after they left serv 
ice, and (7) how they were five years later. — 
The book itself is not what one wo 
call good reading for it is essentially a 
of 271 statistical tables interlarded 
verbal descriptions of what the tables show 
Brief summarizations are included here and 
there and for those who are not doing © 
lated research probably represent the mo 
informative part. The statistical data 
undoubtedly of considerable value for 
researchers, and its precise presentatiot 
cates the great care that went into 
accumulation. 


the following interesting points: 4 


1. Psychiatric screening at induction is of 
little or no value. It may do more harm 
than good—by eliminating men who could — 


serve successfully—if it attempts to elimi. 
nate any but the obviously unfit, such as 
psychotics. 


2 The widely held opinions that military 
> service will usually aggravate a civilian new 

rosis and that the civilian neurotic can be 

of no value to the military establishment 
are largely untrue, yet many medical men 
and even psychiatrists continue to hold 
‘these beliefs. 


3. About 60% of this sample were medi- 
cally discharged for psychiatric illness. 
Those who were given a chance for another 
duty assignment did reasonably well. 


4. At least half of the cases discharged 
a could very likely have been of further use 
ein the services if proper assignments had 

“been found for them. 


5. A man who is discharged on psychiatric 
grounds appears to be twice as apt to be 
sick on follow-up as an identical man who 
was returned to duty and eventually dis- 
charged at the convenience of the govern- 
ment, 


6. At the time of separation from the serv- 
ice two-thirds of the men realized their 
illness was emotional in origin. 


7. Following separation from service only 
36% of the men sought any kind of medical 
treatment for the manifestations of their 
ae disorder. Only 15% sought or 
received psychiatric treatment. 


8. On follow-up five years after service 40% 
of the men were drawing VA compensation 
for psychiatric disability, with the median 
award 20%, which was equivalent to $33 
per month in 1954. 

9. In the psychiatrists’ opinion at follow- 
up, about 20% of those receiving compensa- 
tion were deleteriously affected by it. 
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10. As seem five years later the net effect of 
breakdown in the service was not so great as 
might be expected. There is relatively 
little change in those who were previously 
normal or overtly neurotic, and a moderate 
worsening in those with personality dis 
orders, neurotic traits and suggestive neu- 
roses —ALAN CHALLMAN, M.D, Minneap- 
olis 


RETARDED CHILDREN CAN 
BE HELPED SAI 


By Maya Pines N 
Photographs by Cornell Capa 


Great Neck, N. Y, Channel Press, 1957. 139 pp- 


The ten chapters of this book give the 
reader a broad understanding of what is 
being done and what might be done for 
retarded children. Based largely on the ac- 
tivities of the Association for the Help of 
Retarded Children (the New York state di- 
vision of the National Association for Re- 
tarded Children), the work is devoted to 
the remarkable achievements of organized 
groups of parents of retarded children in 
developing needed services. 

The story form is used throughout to de- 
scribe the growth of parent organizations, 
the modern clinic, the need for public edu- 
cation for both “educable” and “trainable” 
children, social guidance and the vast possi- 
bilities of proper vocational training and 
placement. 

Many practical suggestions are made for 
enlisting cooperation, securing funds, or- 
ganizing and extending services. The re- 
markable work of parents in Nassau County, 
N. Y., is used as a striking example of what 
could be accomplished elsewhere. 
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The last three chapters describe institu- 
tions, the daily life, the changes made to 
reform a poor institution and what a pro- 
gressive institution—the Southbury Train- 
ing School—is accomplishing. 

Although the book does not attempt to 
cover the whole field of retardation, much 
general information helpful to parents is 
skillfully worked into the text. Handsome 
photographs illustrate the material and add 
greatly to the value of the volume. 

The book could not fail to give hope 
and courage to parents of retarded children. 
It also conveys a strong appeal to join other 
parents in the successful movement to pro- 
vide more opportunities for the retarded in 
the home community.—KATHARINE Ecos, 
New York City 


LOVE AND MARRIAGE 
By F. Alexander Magoun 
New York, Harper & Brothers, 1956. 475 pp. 


After numerous reprintings since its origi- 
nal publication in 1948 Love And Marriage 
has now been revised. Dr. Magoun has 
expanded and reinterpreted his book in the 
areas of the nature and meaning of love, 
emotional maturity, and divorce, as well as 
given the reader the benefit of the informa- 
tion he has gleaned from young people as 
he has lectured, counseled and taught 
throughout the United States. In addition 
to this, he has incorporated into his revised 
book the feeling and thinking of his late 
son, Richard, who collaborated with him in 
his earlier edition. 

The emphasis in this new edition, as in 
the earlier volume, is on “the importance 
of knowing what one really feels and the 
effect of childhood training on this knowl- 
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edge.” In his expanded opening chapter, 
“The Nature of Love,” Dr. Magoun has 
underscored and highlighted with profound 
insight and clarity the concepts that “the 
more warmth and sincerity of affection a 
person has for himself, the more he can — 
bestow on others”; that “any self-sacrifice 
which damages the personality or harms the 
genuine togetherness of people is not vir- 
tue”; and that “togetherness involves the 
sharing and respect for two separate indi- 
viduals each fulfilling potentialities of his 
own personality.” For students an addi- 
tional and very useful feature of this first 
chapter is the comparison drawn between 
“romance” and “love” in terms of feelings, 
action and thought. 

A new chapter on emotional maturity be- © 
came imperative, Dr. Magoun says, because 
of his “experience and increased realization 
of the solid relationships between emo- 
tional maturity and love.” This chapter 
deals with some of the manifestations of 
maturity, definitions, sources, and growth 
through childhood. The “easy road to ma- 
turity is to be brought up by parents who 
are mature.” The latter part of the chapter 
is somewhat different from other treatments 
of the subject in that it suggests some prac- 
tical steps in dealing with emotional im- 
maturity in courtship and marriage. 

In the chapter on the pre-marital sex 
problem there is little change from the 
earlier edition, although there are added 
Statistical studies on sources of sex informa- 
tion for adolescents, additional comments 
on the Kinsey data, and some illuminating 
Case material amplifying the discussions. 

The chapter on divorce has been brought 
up to date and reflects the newer attitude 
on the feelings about divorce and the chang- 
ing approach toward the legal treatment of 
divorce cases. The attitude expressed may 
be summed up by the following quotes: 


_— 


ma 


"What right have we to expect all marriages 
to succeed when no other human relation- 
ship is perfect?” If there is “no loving 
relationship there is no marriage worthy of 
name;” and “There should be some digni- 
fied respectable way of terminating it.” He 
points out that whereas the theory of no 
“mutual, consent” as grounds for divorce 
remains, “in actual practice our courts are 
coming closer and closer to the old Roman 
idea of divorce by mutual consent. The 
so-called defendant merely puts up no de- 
fense.” He cites the concern of the Toledo 
and Cincinnati courts over “whether the 
marriage can be saved” and the 1951 Ohio 
law “requiring professional investigation of 
the family situation wherever children un- 
der 14 are involved.” 

One of the new, interesting and useful 
features of the edition is the appendix, 
which includes 427 questions that have 
been asked the author during his teaching 
experiences. These questions are tabulated 
under subject headings. For those who 
teach and counsel young people in any set- 
ting these questions will be familiar and 
will remind us of the needs and interests 
of those we serve. The first five questions 
in order of frequency are: 


l. Can an interfaith marriage be happy? 
2. How do you know when you are in love? 


3. How far should an engaged couple go in 
sexual behavior? 


4. How can I learn to be emotionally ma- 
ture? 


5. Questions on birth control. 


It would have been helpful if Dr. Magoun 
had expanded the topic of interfaith mar- 
riage since it was the number one question 
reported as reflecting student need and in- 
terest. Some readers may be disappointed 
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because of the limited amount of current 
research reported; however, upon closer ex- 
amination it is clearly evident that the book 
is communicating the experiences of the 
practitioner and that research findings are 
interpreted through the eyes of the author. 

Those who have used Dr, Magoun’s 
earlier editions of Love and Marriage will 
welcome this new edition, which includes 
fresh insights and a re-emphasis on the im- 
portance of personal growth and the inter- 
dependence of family members. It is an 
excellent book for those preparing for mar- 
riage, for the newly married and for stu- 
dents of family life, teachers, ministers, 
counselors and all who are interested in 
strengthening personal and family life.— 
Mrs. Dororny T. Dyer, University of Min- 
nesota College of Science, Literature and 
the Arts ; 


FINAL CONTRIBUTIONS 

TO THE PROBLEMS AND METHODS 
OF PSYCHOANALYSIS: 

SANDOR FERENCZI, M.D. 


By Michael Balint, M.D., ed, 
New York, Basic Books, 1955. 447 pp. 


This volume completes the publication in 
book form, in English, of all Ferenczi’s im- 
portant papers. There remains unpub- 
lished his correspondence with Freud and 
the scientific diary that he kept during the 
last year of his life. t 

The editor notes that the volume con- 
tains (a) papers written after Further Con- 
tributions to the Theory and Technique of 
Psychoanalysis, (b) posthumous papers, 
notes'and fragments, and (c) papers which 
were omitted from Further Contributions. 
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There is a comprehensive bibliography 
which “enumerates in chronological order 
all Ferenczi’s papers published in English, 
giving in each case the volume and page 
numbers where the paper may be found” 
and including references for the obituaries 
and appreciations of Ferenczi. The index 
also covers all books and papers by Ferenczi 
published in English, There is an intro- 
duction by Dr. Clara Thompson. 

This volume is remarkable and delight- 
ful in that it gives the reader a series of 
papers written from 1908 to 1933 in which 
can be seen the stages in the development 
of the writer’s thinking and the variety of 
topics in which he was interested. 

It would be an injustice to try in a brief 
review to discuss the content of the many 
longer papers and shorter notes, ‘They are 
all Ferenczi. They reveal the “novelty and 
boldness” of his intuitive insights and the 
unfailing human kindness and respect for 
persons which we associate with him and 
with his writings. Many of his ideas are 
now quite familiar to us as they have been 
developed and extended by recent workers. 
It is impressive how many of these ideas 
were novel and bold when he offered them. 

All those who know Ferenczi’s work and 
writing will want to have and read these 
Final Contributions, regretting only that 
they are final and that he did not live to 
pursue further his researches. 

All psychoanalysts should know Ferenczi, 
and indeed all psychiatrists will find his 
writing instructive and provocative of in- 
terest in the working of the human mind. 

This reviewer cannot refrain from men- 
tioning one paper in this volume. It is 
“Confusion of Tongues between Adults and 
the Child.” Written and published in 
1932-33, it is a brilliant forerunner of the 
current papers by several authors upon the 
childhood traumatic experiences of schizo- 
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phrenic patients. Ferenczi does not refer 
particularly to schizophrenics but he does 
describe vividly the situations which in ex- 
treme forms result in this disorder. And 
he offers interesting ideas about treatment, 
ideas not even yet fully understood but still 
challenging. 

Dr. Michael Balint deserves great credit 
for his editorial achievement and for the 
adequate translations presented.—Lewis B. 
Hit, M.D., Towson, Md. 


PROBLEMS OF FAMILY LIFE 
AND HOW TO MEET THEM 


By Maxwell S. Stewart, ed. 
New York, Harper & Brothers, 1956. 227 pp. 


Regular readers of the popular Public Af 
fairs pamphlets will recognize much of the 
material presented in this book as having 
been published previously in pamphlet 
form, 

Ten important issues related to the every- 
day problems of family living are briefly but 
competently dealt with in this volume. In- 
terfaith marriages, marriage adjustments, 
in-laws, broken homes and working wives 
and mothers are frankly discussed in a read- 
able and helpful fashion. 

The chapters dealing with handicapped 
and retarded children, the role ót grand- 
parents, aging and retirement are particu- 
larly sympathetic and constructive. 

As a human relations guide for adult 
family members this should be a useful 
handbook for problem solving. Teen-age 
members of the household also will find 
sound guidance in this uncomplicated and 
honest volume.—Mrs. ELIZABETH S. FORCE, 
Toms River, N. J. 


APPROACHES TO THE STUDY 
OF HUMAN PERSONALITY 


AN EVALUATION OF THE 

NEWER PSYCHOPHARMACOLOGIC 
AGENTS AND THEIR ROLE IN 
CURRENT PSYCHIATRIC PRACTICE 


APPLICATION OF 
BASIC SCIENCE TECHNIQUES 
TO PSYCHIATRIC RESEARCH 


Psychiatric Research Reports 2, 4 and 6 


Washington, American Psychiatric Association, 1955, 
1956. 2, 176 pp. 4, 129 pp. 6, 211 pp. 


The three volumes to be covered in this 
review have little in common except the 
social structure that brought them into be- 
ing. It is difficult therefore to present a 
succinct review of them. In view of this 
I will first comment on each of them. I 
will then make some general remarks sum- 
ming up my over-all impressions. 

Report No. 2 is devoted to a study of the 
human personality. It is divided into seven 
symposia, which range in orientation from 
psychoanalysis to cybernetics and include 
in their sweep biochemistry, semantics, 
communications theory and other ap- 
proaches. A common theme is followed, at 
best, only within each of the seven divisions. 
Phe over-all effect is that of a collection of 
papers Ñ a scientific journal. Thus a gen- 
eral evaluation of the volume is impossible; 
comments must be restricted to individual 
contributions. 

The volume begins with a section entitled 
“Psychoanalytic Approach” containing a 
brief paper by Erich Fromm on free associa- 
tion and papers by Fuente-Muniz and Mil- 
lan. The two latter contributions have 
little to do with psychoanalysis. Fromm’s 
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contribution, a vague and general discourse 
on free association interspersed with occa- 
sional critical comments on “psychoanaly- 
sis,” is disappointing. Sample: “I, myself, am 
not an orthodox psychoanalyst” (p. 3). He 
hastens to add that he is critical of some 
practices in “non-orthodox analysis” too. 
We are also told that “we all are crazy, we 
all are neurotic, we all are children, and 
the difference between us is only of degree” 
(p. 5). 

The biochemical approach is presented 
in a 2page summary. This is a synopsis 
of the work of Roger J. Williams, which has 
been presented in detail elsewhere. 

Two papers by Bateson and Haley follow. 
These are distinguished by their excellence. 
Both deal with the subject of play and 
fantasy from the viewpoint of communica- 
tions theory and symbolic logic. The work 
reported has interesting applications to all 
communicational situations and particu- 
larly to the process of psychotherapy. Ina 
recent publication (Behavioral Science, Oc- 
tober 1956) Bateson and Haley (with Jack- 
son and Weakland) have applied their ob- 
servations and ideas to the problem of 
schizophrenia. This work is stimulating 
and important. 

Anatol Rapoport contributed two papers, 
one entitled “The Role of Symbols in Hu- 
man Behavior,” the other “Technological 
Models of the Nervous System.” Both are 
lucid, if somewhat elementary, expositions. 
The latter essay was published earlier in 
ETC. A Review of General Semantics (Vol. 
11, No. 4, 1954.) 

Finally, the volume includes papers con- 
cerned with experimental psychological 
studies, a “holistic” essay by N. S. Kline 
entitled “Toward a Theory of Man,” and 
a rambling but stimulating essay by the 
anthropologist Hsu. Each of the seven 
symposia is followed by a discussion which 
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in the opinion of this reviewer adds: more 
to the length than to the value of the 
volume. 
Report No. 4 is devoted to the study and 
evaluation of tranquilizers. This volume 
is divided into four sections. The first sym- 
posium deals with physiological and pharm- 
acological studies, the second with clinical 
evaluations, the third with clinical compli- 
cations of the drugs and the fourth with the 
role of drug therapies in current and future 
psychiatric practice. A large mass of data 
is presented. This will be of more interest 
to those who tend to view psychiatric syn- 
dromes as reflections of diseases of the brain 
than to those who place greater emphasis 
on psychological (social, symbolic, etc.) con- 
siderations. As to the possible value of this 
work, I can do no better than to quote the 
words of one of the discussants. David 
Rioch stated: “These psychopharmacologic 
experiments may or may not contribute to 
a better understanding of psychiatric prob- 
lems—a question which is still unclear. 
They do provide, however, many data of 
considerable importance to our understand- 
ing of the functions of the body” (p. 32). 
From a scientific point of view, the high- 
point of this volume is a brief essay by 
Masserman and Pechtel on an experimental 
investigation of factors influencing drug ac- 
tion. This is a valuable piece of work, even 
though the authors’ main conclusion—to be 
quoted presently—would be more interest- 
ing as a premise upon which one might base 
inferences than as a conclusion. It is that 
“it is impossible to state the effects of any 
drug on any organism without considering 
the latter’s genetic characteristics, past ex- 
periences, biologic status, and perceptions 
about, motivations toward and evaluations 
of its current physical and social milieu” 
(p. 110). This statement borders on a 
truism, but the fact that the authors found 
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it worth making suggests that it is an apt 
commentary on the neglect of such consider- 
ations in many current investigations on 
“psychopharmacology.” 

Report No. 6 presents a variety of papers 
organized around the theme of the applica- 
tion of basic science techniques to psychi- 
atric research. Contributions range from 
neurophysiology, through tranquilizers and 
psychoanalysis, to philosophy. While sev- 
eral of the papers are of a high caliber, few 
present observations or ideas not previously 
reported elsewhere. In this volume, in con- 
trast to the other two, the discussions are, 
by and large, more interesting—at least in 
this reviewer’s opinion—than are the papers 
themselves. Among the latter, Kaplan's 
philosophical comments on the problems 
and methods of psychiatry is particularly 
rewarding. 

I would like to conclude with a few 
general remarks concerning this series of 


_ publications. Each volume represents the 


proceedings of one of the regional research 
conferences of the American Psychiatric As- 
sociation. Although each conference is or- 
ganized around a special topic, the con- 
tributions range widely both as to content 
and value. Indeed, by and large there is so 
little continuity from paper to paper that 
each volume is best viewed as a separate 
issue of a psychiatric journal. Another 
serious criticism of the series is that many 
of the papers do not report on new work 
or new ideas. Usually this means that the 
work has been previously reported else- 
where, either in toto or in large part. Since 
there is general agreement that there 1$ 
already a prohibitively large quantity of 
published material with which the serious 
student of psychiatry must acquaint him- 
self, such duplication is clearly undesirable. 
—Tuomas S. Szasz, M.D., State University 
of New York College of Medicine 
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Editorial 


The National Congress of Parents and 
Teachers, through the leadership it has 
given to its constituent PTAs, has exerted 
a tremendous positive influence on the 
health of the school child in the United 
States. Through its summer round-up it 
has assured the school that it can begin its 
work with a healthier child. The uncer- 
tain care of the child in his preschool years 
has, to the degree that parents cooperate, 
been compensated for by these round-ups. 

It took some time to embody in the 
round-up the concern for the whole child, 
including not only his physical condition 
but his healthy behavior as a person—that 
is, his mental health. This delay was by 
no means a lack of interest or intent on the 
part of the National Congress. It was 
much more the inability of experts to come 
up with evaluating techniques that were 
within the time and financial limits of 
the round-up. It was a problem to discover 
the crucial things about the child without 
entering into costly and time-consuming in- 
dividual psychological study. The National 
Association for Mental Health has given 
continuous support to this effort over the 
years. 

But the concept of the whole child is 
more than is gained from a total cross- 
section just before entering school. The 
whole child includes not only a considera- 
tién of one day but of all the days since 
his birth? It includes also his home and 
all of its impacts. Only by a continuous 
appraisal beginning before birth, but even 
more by a continuous effort to reduce his 
limitations and increase his assets, can he 
really enter school in the best condition. 
In fact, only in that way can he begin a 
lifetime responsibility of continuous but 
reasonable concern for his own well-being 
and that of his family. This is a new look 
for the National Congress. 


At a recent meeting the National Con- 

gress of Parents and Teachers took formal 
action on this new approach in two ways: 
I. It adopted a policy supporting and 
encouraging a program of continuous 
health supervision of children from birth 
through their school experience, rather 
than only a program of single appraisal 
on school entrance. 
Il. It decided to recommend to its local 
units a promotional and educational pro- 
gram that will tend to bring children and 
their parents into effective contact with the 
health resources of the community, When- 
ever possible, said the Congress, these 
should be the physician and dentist who 
normally serve that child or family, whether 
they work in private practice or in a com- 
munity health service. 

This is the logical outcome of the round- 
up. It is the kind of approach in which a 
mental health effort can find itself. A 
watchful eye can pick up out of a child’s 
behavior that which may be a warning of 
mental ill-health. We can afford to keep 
an eye on these potential warnings to see 
whether they are danger signals or merely 
a part of the discrepancies of growth which 
the child’s inherent restorative capacities 
may balance. Only a continuous obser- 
vation can reveal the differences between 
this and something that demands more 
aggressive treatment. It can be based upon 
watchful waiting, made wholesome by faith 
in human potential and resort to treat- 
ment when treatment is needed. 

The mental health organizations are 
behind this trend. The local mental health 
associations throughout the country have 
worked with PTAs in helping them plan 
programs and in helping themselves to 
reach a broader and interested public. 
They will be challenged to cooperate even 
further under the new objectives. 


585 


Notes and Comments 


CARE OF THE MENTALLY ILL 
IN GREAT BRITAIN 


During the past several years we had heard 
glowing reports of changes being made in 
methods for the care of the mentally ill in 
some areas in Great Britain. 

One is tempted to try to determine how 
these changes began. The question is asked: 
“Why Britain?” It perhaps may be that 
the soil was fertile in Britain as a result of 
social and economic changes. It may be 
that inspired leadership was available. It 
is more probable, however, that a combina- 
tion of forces has set the wheels in motion. 
One factor which cannot be denied is na- 
tionalization of health services. From my 
own observation, I feel that this was a 
contributing factor which has helped to 
integrate all medical facilities making avail- 
able to psychiatry free use of facilities not 
previously available. I do not intend that 
this should mean an endorsement of na- 
tionalization of health services, as I am sure 
that there are defects in this system which 
may outweigh the present advantages, par- 
ticularly in fields other than psychiatry. A 
progressive program of this sort certainly is 
more easily attained in a society the mem- 
bers of which come from a uniform culture 
and have attained a high degree of sophis- 
tication and civilization. The fact that 
conditions were right in Britain does not, 
in any way, indicate that a major part of 
this program cannot be adopted in other 
societies. It may take longer in other places 


Dr. Francis J. O'Neill, of the Central Islip State 
Hospital in New York, was one of six state hospital 
directors who recently made a 4-weck tour of 
British mental institutions, His observations, pre- 
sented April 5, 1957 at the annual meeting of the 
New York State Society for Mental Health, are 
reprinted from the June 1957 issue of the Mental 
Hygiene News (New York). 
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but I firmly believe that a pattern has been 
set which will result in profound changes 
in mental health attitudes in the United 
States as well as in other countries. 

Let us first deal with the progress that 
has been made in liberalizing and normaliz- 
ing the care of the patient in the mental 
hospital. It is my observation that con- 
siderable progress has been made in this 
area in Britain. The pioneering work of 
Rees and Bell in opening up the mental 
hospital is gaining wide acceptance. We 
have heard much in recent years in the lay 
and psychiatric press of the “open hospital.” 
Before visiting two of the open hospitals in 
England, I was somewhat skeptical of the 
totality of this program, feeling that even 
under the best circumstances there were 
certain wards in every mental hospital that | 
would need to be secured for the welfare $ 
of the patients as well as the public. After 
spending several days at Warlingham Park 
Mental Hospital and at Mapperly in Not- 
tingham, I am convinced that it is possible 
to operate some mental hospitals as com — 
pletely open institutions. I am still not 
convinced that every mental hospital in 
every state can run a completely open pro- | 
gram. It seems evident, however, that we | 
should be able to extend this program very 
greatly in this country. The fact that the 
British mental hospitals are small, usually 
averaging around 1,000 beds, mđkes open- 
ing of the hospital somewhat easier. It is 
not to be understood that opening a mental 
hospital can be accomplished in a brief 
period of time. Much education of the 
personnel, patients and general public 18 
necessary, and steps must be taken gradu- 
ally. Rees has spent many years developing 
this program at Warlingham. The “open 
hospital” cannot exist as an entity alone. 
It is rather a symptom of a vastly improved 


community mental health program. To 
unlock the doors alone would bring little 
progress. It must be incorporated into 
other progressive steps aimed at integrating 
the mental hospital with the community. 
From my observations and conversation 
with the British leaders, I am now con- 
vinced*that opening the mental hospital 
ward has a definite therapeutic value. It 
has been their experience that the conduct 
of the agitated and disturbed mental pa- 
tient shows great improvement as the result 
of opening up of the ward. It must also 
be recognized that opening the hospital 
alone is not the answer. An intensive treat- 
ment and activity program must accom- 
pany the gesture of unlocking. 

In the “open hospitals” in Britain, activ- 
ity and therapy is the keynote. Habit train- 
ing of regressed patients must be instituted. 
Whenever a ward is opened, physical, social 
or therapeutic activity must be provided. 
The open door does not provide unlimited 
license for the patient to do whatever he 
wishes. He still must be subject to rules, 
and supervision cannot be discarded. One 
by-product of the “open hospital” is that 
of permitting a concentration of ward per- 
sonnel during the daylight hours. Many 
nurses, formerly on duty at night, can be 
reassigned to more productive hours as it 
is possible to use a skeleton staff for super- 
vision at night. The opening of the hospital 
pays many dividends in the form of im- 
proved tonduct on the part of the patient, 
increased release rates, improvement in the 
morale of the staff, employees and patients 
as well as the removal of an air of “Bedlam- 
ism” from any part of the hospital. 

We were greatly impressed by attempts 
being made to normalize the existence of 
the daily life and the surroundings of the 
patient in the hospital. Wards are small, 
tastefully decorated with a profusion of 
cheerful colors throughout. The floors are 
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covered by rugs. Wallpaper is used through- 
out. Window guards are absent. Nowhere 
in Britain did I see a ward with a wooden 
bench or unupholstered chairs. The ward 
furnishings resembled those used in British 
homes and do not have an institution 
stamp upon them. An attempt is also being 
made in some areas to get away from insti- 
tutional type of clothing for patients. Pur- 
chases are often made locally and the pa- 
tient is able to pick out his own clothing 
from a good selection of well-cut and 
tailored garments. This alone greatly im- 
proves the morale of the patient as he does 
not stand out from other citizens when he 
is away from the hospital. 

There are some hospitals in Britain 
where the patient government has become 
quite prominent. We did not have an op- 
portunity to study this aspect of the situa- 
tion but I would like to point out that in 
those hospitals where the environment of 
the patient has undergone radical improve- 
ment, participation in the management of 
the ward is an accepted procedure. I regret 
that time does not permit me to go into 
further detail concerning the steps being 
taken in England to normalize the environ- 
ment of the mental hospital. One more 
example, however, will serve as an illustra- 
tion. In several hospitals, Darby and Joan 
clubs have been organized. These seem to 
resemble the British pub without the saloon 
atmosphere. They are usually quartered 
in a central area in the hospital and pro- 
vide a club open to patients during certain 
day and evening hours. Here the patients 
mingle freely with a minimum of supervi- 
sion, provide their own entertainment, and 
run their own affairs. The obvious advan- 
tage of such socializing programs need not 
be stressed. This is but one of the many 
steps being taken to make the mental hos- 
pital as much like a normal British com- 
munity as possible. 
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Let us now deal with progress being 
made in integrating mental hospitals into 
the community mental health program. 
This has been a fond wish in American 
psychiatry for a long time. Definite steps 
have been taken in this direction in our 
own state as well as in other areas of the 
country. One only has to note the develop- 
ment of the community mental health pro- 
gram, the day hospital program and other 
pioneering steps in our own state. In 
Britain, circumstances seem to be highly 
favorable to the development of a com- 
munity-oriented mental health program. I 
am going to use the Warlingham Park pro- 
gram as an example which I believe is not 
completely typical of all such programs in 
Britain but is one of the first and, I believe, 
one of the most successful of such programs. 
This hospital provides a total mental 
health program for the Croydon area, a 
county borough outside the city of London 
in Surrey. The hospital with approximately 
1,000 beds services an area with a quarter 
of a million population. It provides all of 
the services to this area. Approximately 
800 patients are admitted each year and 90 
per cent of them are voluntary patients. 
The duration of stay in the hospital is 
measured in weeks rather than months. The 
psychiatric staff of the hospital is responsi- 
ble for staffing the other mental health 
facilities in the Croydon area. These other 
facilities are important in providing care 
for the mentally ill and in decreasing the 
number of patients admitted to the mental 
hospital. There is a close relationship be- 
tween the hospital and the office of the 
medical officer of health, who is the public 
health officer of the district. This coopera- 
tion makes it possible to provide care in the 
community for many patients who other- 
wise would be sent to the mental hospital. 
` Ifa patient is suspected of being mentally 
ill in Croydon, a member of the hospital 
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staff visits the patient in his home with his 
own physician, If it is felt that the patient 
needs psychiatric care, the last thing con- 
sidered is admission to the mental hospital. 
A program, tailor-made for the patient, can 
usually be provided by the use of day hos- 
pital facilities, outpatient clinic visits, wel- 
fare home assignment, treatment’ in the 
psychiatric unit of the general hospital, or 
home care. In most cases, it is found that 
the emotionally disturbed patient can be 
successfully treated in one of these other 
facilities. The close integration of health 
services in Britain makes it possible to pro- 
vide these other health facilities, In Croy- 
don, the mental hospital is not remote from 
the area served and its medical staff is well 
acquainted with the problems of individual 
patients whether they be in or out of the 
hospital. If it is decided that a patient 
needs care in the mental hospital, treat- 
ment is instituted rapidly and return to 
the community is expedited by the whole- 
some atmosphere of the hospital. When 
the patient leaves the hospital, he may take 
advantage of any of the health facilities 
present in the community during his con- 
valescence, Vocational counseling and re- 
training is made available as a part of the 
local health program. This type of pute 
gram is operating in other areas of Britain 
with equal success. There are still some 
places, however, where a community pro 
gram has not been developed but the trend 
seems to be in that direction. ie 
There is a growing tendency in Britain 
to care for the elderly mental patient out- 
side of the mental hospital. When one 
visits hospitals such. as Warlingham Park 
and Mapperly, very few senile patients are 
seen. This is accomplished as a result of 
the integration of health services and by 
the variety of facilities available outside of 
the hospital. Day hospitals, welfare homes, 
occupational centers play an important 


part. The day hospitals provide care for 
the senile patient during the daytime when 
the family may be working and permits 
him to live in his normal environment at 
night. The British have found that this 
works quite well as the family gets several 
hours of relief during the day and do not 
object t sharing part of the burden of the 
care of the elderly patient. 

The number of patients in mental hos- 
pitals in Britain is decreasing and over- 
crowding has been largely eliminated as a 
result of this enlightened program. It is 
impossible to say whether or not the per 
capita cost of care has been decreased. It is 
very difficult to draw conclusions from any 
statistics available. The voluntary status 
of the majority of patients in these British 
mental hospitals results from all of the facts 
already discussed and did not come about 
as a magical transformation. 

Before leaving the discussion of the men- 
tal hospital, I would like to say briefly that 
British law is liberal concerning the release 
of mental patients. The next of kin is per- 
mitted by law to discharge the mental pa- 
tient except in those few instances where 
the medical superintendent is willing to 
certify in writing that the patient is danger- 
ous and unfit to be at large. This has 
placed a certain responsibility on the fam- 
ily, and, in England at least, expedites the 
release of patients. 

“One of the most notable features of the 
British System is the quality of ward per- 
sonnel. Their mental hospital wards are 
manned exclusively by professionally- 
trained people with the title of “mental 
nurse.” The mental nurse is a product of the 
educational system of the mental hospital. 
Her educational background is quite sim- 
ilar to the nurse trained in the schools of 
nursing of the New York State Department 
of Mental Hygiene with the exception that 
all of the training is done in the hospital, 
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and an emphasis is placed upon on-the-job 
training more than on didactic classroom 
work. It is my impression that these pro- 
fessionally trained mental nurses are well 
qualified to care for the mentally ill and 
contribute greatly to the therapeutic atmos- 
phere of the British mental hospital. As a 
general rule, the mental nurse finds his or 
her life's work in the mental hospital with 
the result that there is very little turnover 
of ward personnel. 

I feel that in those areas visited by us, 
tremendous progress is being made in the 
care of the mentally ill. Many of these steps 
have already been contemplated or insti- 
tuted in our own state. I would not want 
to conjecture as to how far we will be able 
to go in the future development of a com- 
munity-oriented mental health program, 
but I, for one, am ready to support with 
enthusiasm those changes which the depart- 
ment considers adaptable to our own 
system.—Francis J. O'NEILL, M.D. 


CARE AND TREATMENT 


About 40 patients occupy 15 beds every 24 
hours on an ingenious shift schedule insti- 
tuted by Montreal General Hospital's psy- 
chiatric unit. These day and night patients 
receive various therapies, including electro- 
shock and insulin, and participate in the 
standard activities of the modern mental 
hospital. 


* * * 


The number of practicing U. S. psychiatrists 
jumped 57%—from 5,534 to 8,713—be- 
tween 1950 and 1956, the National Associa- 
tion for Mental Health and the American 
Psychiatric Association reported May 28. 
Even with the increase there was only one 
psychiatrist for every 19,200 citizens. 
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The nation’s largest municipality has more 
of everything—including mental health 
problems. They are inevitable when growth 
in population far outstrips growth in social 
services, says Dr. Paul V. Lemkau. 

He has returned to the faculty of Johns 
Hopkins University after a 2-year term as 
director of New York City’s Community 
Mental Health Board. His successor is Dr. 
Maurice H. Greenhill, formerly chairman 
of the department of psychiatry at the Uni- 
versity of Miami School of Medicine. 

Dr. Lemkau said the CMHB is making 
“the first full-blown attempt to relate serv- 
ices for psychiatric patients to the social 
setting in which they live.” It is respon- 
sible for improving and expanding com- 
munity mental health resources, particularly 
mental hygiene clinics, psychiatric wards of 
general hospitals, rehabilitation services for 
patients recovering from mental illness, 
consultation services for schools, courts, 
health departments and social agencies, and 
educational services for parents and for pro- 
fessional health and welfare workers. 

He reported the board had worked out 
new procedures making possible speedier 
and more humane commitment of mental 
patients to state hospitals from local insti- 
tutions, bringing patients more quickly to 
treatment centers, reducing crowding in 
psychiatric wards, and freeing hospital beds 
for mental patients requiring only short- 
term treatment. 

His successor will have some tough prob- 
lems to solve, Dr. Lemkau said. They in- 
clude public education, establishment of 
psychiatric services for courts, and care for 
the “problem family.” 


TRAINING 


How psychiatric nursing is taught—and 
how it ought to be taught—in undergrad- 
uate programs in collegiate schools of nurs- 
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ing is the subject of a study launched by the 
National League for Nursing. Leaders in 
the project, first of its kind, emphasize that 
radical changes in methods of patient care, 
medical education and psychiatric aide 
training have spurred this effort to review 
basic nurse training. 

Initiated with a grant of $12,420 from 
the National Institute of Mental Health, 
the 214-year project will cost close to $100,- 
000. Projected are five regional conferences 
and a summary national conference of ex- 
perts in psychiatric nursing education. 
Their findings will be published in a report 
now scheduled for 1959. 

Miss Anna Fillmore, NLN general direc- 
tor, noted that new methods of care—such 
as day care and follow-up care at home, use 
of new drugs and new emphasis on the pre- 
vention of mental illness—have prompted 
a reexamination of nursing education. 
Scientific and medical advances in which 
psychiatry’s role is steadily increasing also 
are to be taken into account in reviewing 
nursing curricula. In addition, as more 
psychiatric aides, who represent the over- 
whelming majority of those giving nursing 
care to the mentally ill, are trained in the 
basic concepts of psychiatric care, nurses 
must be trained more intensively if they are 
to be effective nursing team leaders, Miss 
Fillmore pointed out. 

The study will also stress the mental 
health aspects of nursing care for nonpsy- 
chiatric patients. The nurse who is prop- 
erly trained to recognize the psychological 
difficulties of the patient whose ailment ae 
basically physical can be of important aid 
during illness, Miss Fillmore emphasized. 

Participating in the study conferences 
will be a wide cross-section of psychiatric 
nurse specialists, social scientists, psychi- 
atric nurse educators and nurse specialists 
in all clinical areas of the undergraduate 
curriculum. 


To meet the growing need for industrial 
psychiatrists in major industrial firms the 
Carnegie Corporation of New York is sub- 
sidizing 2-year Cornell fellowships. Stu- 
dents who qualify will spend one academic 
year in residence at Cornell's New York 
State School of Industrial and Labor Rela- 
tions, taking courses in industrial human 
relations, personnel problems and preven- 
tive mental health programs. During the 
second year they will intern in selected 
businesses or industrial firms. 

The training, approved as a 1-year resi- 
dency in psychiatry, prepares graduates for 
psychiatric careers both in industries and 
universities. 

The stipend is $5,250 for the first year 
and, with satisfactory performance, $5,750 
for the second year. To be eligible, appli- 
cants must have completed a minimum of 2 
years’ residency in psychiatry. 


The first group of 44 nurses to complete 
their training under the employment- 
education program of the Illinois welfare 
department have entered the mental health 
service and received assignments to 9 state 
mental hospitals and 2 state schools for the 
mentally retarded. 


* * * 


A recent survey by the Joint Information 
Service sponsored by the National Associa- 
tion fof Mental Health and the American 
Psychiatric Association showed that over 
2,050 physicians are now in psychiatric resi- 
dency training—838 in the first year, 739 in 
the second, 492 in the third—in the 275 
training centers throughout the country. 


* * * 


The American Medical Association and the 
American Board of Psychiatry and Neu- 
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rology have approved Embreeville (Pa.) 
State Hospital for two years of training for 
psychiatric residents. The hospital, one of 
17 operated by the Pennsylvania Depart- 
ment of Welfare, was previously approved 
for one year of training. 


Three week-long workshops for clergymen 
of all faiths were sponsored last sum- 
mer by the Institute for Mental Health of 
St. John’s University, Collegeville, Minn. 
The theme of each was “Pastoral Care and 
Psychotherapy” and each set out to delin- 
eate what psychiatry, psychology and social 
work can contribute to mental health edu- 
cation for clergymen. 

The Minnesota Association for Mental 
Health, endorsing similar St. John’s work- 
shops last year, pointed out that they im- 
prove a clergyman’s understanding of the 
significance of early personality develop- 
ment in neurotic behavior and increase his 
skill in recognizing symptoms indicating a 
parishioner’s need for psychiatric help. 


PACE is the short name of a new Patient 
Activities Center for Education set up by 
the Pennsylvania Department of Welfare at 
Norristown State Hospital. Its aim is to 
train activity aides employed in the state’s 
mental hospitals. The first class of 20 began 
May 6. Trainees are selected on the basis 
of their present proficiency and their poten- 
tials for further development. Successful 
completion of the training course is a re- 
quirement for promotion. 

The students will be in training 4 months. 
They will then go back to the hospitals for 
6 months on the job, after which they will 
return to the center for 4 more weeks of 
training. 
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The American Psychiatric Association has 
announced the awarding of 14 Smith, Kline 
& French Foundation fellowships in psy- 
chiatry. They range from a grant to the 
Montana State Hospital for the establish- 
ment of a training program for the hospital’s 
psychiatric staff to a number of smaller 
grants that will enable medical students to 
participate in psychiatric programs during 
their summer vacations. 

The grants total $38,454 and represent the 
largest amount given in one year under the 
SKF Foundation’s total grant of $90,000 for 
the three years from 1955 through 1957. 
The foundation is the independent philan- 
thropic arm of Smith, Kline & French 
Laboratories, Philadelphia pharmaceutical 
manufacturers. The fellowships are ad- 
ministered by a committee named by the 
APA. 


APPOINTMENTS 


The appointment of Dr. Gunnar Dybwad 
as executive director of the National Asso- 
ciation for Retarded Children has been an- 
nounced. He was formerly director of the 
Child Study Association of America. 

For eight years Dr. Dybwad was director 
of child welfare for Michigan. He is a 
fellow of the American Association on 
Mental Deficiency and of the American 
Orthopsychiatric Association. 


* * * 


Mrs. Katherine Brownell Oettinger was 
sworn in May 17 as chief of the Children’s 
Bureau in the U. S. Department of Health, 
Education, and Welfare. She was appointed 
by President Eisenhower March 25 to suc- 
ceed Dr. Martha M. Eliot, who resigned 
January 1. 

Mrs. Oettinger has had extensive training 
and experience in the fields of mental 
health, social welfare and community serv- 
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ice. Since 1954 she has been dean of 
School of Social Work of Boston Universi 
From 1950 to 1954 she served as chief 
the division of community service in W 
Bureau of Mental Health of the P 
vania Department of Welfare. During d 
time she also helped develop advance 
studies in community organization at th 
University of Pittsburgh. Before that, shé 
was a psychiatric social worker at a chi 
dren’s center in Scranton, Pa., and for man} 
years was consultant to the Visiting Nui 
Association of Scranton. Earlier in 
career she was employed in child gui : 
and family welfare work in New York City. 
Mrs. Oettinger is a member of the 
National Association of Social Workers, the 
National Conference of Social Welfare ant 
the Council on Social Work Education. 


REHABILITATION 


A novel experiment in return to normal 
living for recovering mental patients 
underway at Leech Farm Road Vetera 
Administration Hospital, Pittsburgh. 
Lee G. Sewall, hospital manager, € 
PDQ—for Patient Discharge Quarte 
the first plan of its kind tried in the na 
to condition psychiatric patients for f 
transition from long-term hospitalizati 
life outside the hospital. A 
PDQ sets aside a hospital ward for 
tients who have passed the acute stag 
their illness but need from 2 to 6 ‘mo 
further hospitalization, Dr. Sewall — 
The ward is staffed by one hospital ofici 
Dr. John F. Muldoon, a counseling psy- 
chologist. He serves as liaison between the 
approximately 30 patients in PDQ and the 
hospital staff. H 
Dr. Muldoon said that as a new departure 
in mental rehabilitation PDQ is providing 
a basis for a research study of this kind of 
way-station in a mental hospital. The 


group atmosphere that fosters “in-group” 
feelings has given encouraging results, he 
Many of the patients work in town 
and use the ward as a home. Others work 
in the hospital, not with patients but with 
the hospital staff. They care for, their own 
rooms, take their medicine without super- 
vision, et their money at the end of the 
week and spend it as they see fit. 

Dr, Muldoon said the patients hold a 
meeting once a week and elect a council of 
five once a month. The recipient of the 
most votes serves as chairman. The ward 
is governed through the council, which 
deals with regulations, recreation and 
discipline. 

“About the only things patients don’t 
handle are medical problems,” Dr. Mul- 
doon said. “Other than that, they run the 
whole show.” 


said. 


The National Institute of Mental Health 
recently made available to all radio stations 
a 414-minute tape recording of a short, in- 
spiring talk by Dr. Robert H. Felix, NIMH 
director, titled “The Healing Community.” 
Dr. Felix tells of a town in Belgium known 
for centuries as a haven of healing for the 
mentally ill—and of what is being done and 
could be done by American communities to 
rehabilitate their own victims of mental 
illness. He relates how an old man, typical 
of the thousands now living out their lives 
in state mental hospitals, came to live hap- 
pily during his last years in a “healing com- 
munity.” Dr. Felix stresses the importance 
of foster home care to such a patient, able 
to leave the mental hospital but with no 
home to return to. 


* * * 


Calling attention to Mental Health Week 
as an unparalleled opportunity for public 
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education about the plight of the mentally 
ill, the American Legion stressed that 
60,000 veterans are in mental hospitals. 
Some 10,000 can’t return home, said the 
Legion, because friends and families refuse 
to accept them. 


The critics have acclaimed “Fear Strikes 
Out,” Paramount Pictures’ true-life story of 
Jimmy Piersall’s triumphal return to big- 
league baseball after a bout with mental 
illness. Anthony Perkins, rising young 
Hollywood actor, portrays Piersall, star 
center-fielder for the Boston Red Sox. 
Widely-read Time magazine praised the 
movie at some length. 


MEETINGS 


U. S. psychiatrists have paid high tribute 
to the National Association for Mental 
Health in a warmly worded open letter 
hailing it as “a bastion of support for the 
profession of psychiatry.” The letter, read 
at the American Psychiatric Association's 
annual meeting in Chicago in May by Dr. 
Francis J. Braceland, APA president, fol- 
lows: 

“We, the members of the American Psy- 
chiatric Association, take this occasion, our 
113th annual meeting, to pay tribute to the 
National Association for Mental Health. 

“Had your association done none other 
than provide a platform for Dr. George S. 
Stevenson, your medical director for many 
years and now your national and interna- 
tional consultant and the esteemed past 
president of our own association, you 
should have performed yeoman service to 
psychiatry and mental health. Who can 
claim greater status as a founding father of 
the modern mental health movement? 

“Working alone for many years, with 
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small purse and in a climate of opinion 
that would have the mentally ill out of 
sight and out of mind, the National Asso- 
ciation for Mental Health labored long and 
diligently to enlighten the public about the 
nature of mental illness and health. Its 
success has been of prime importance in 
bringing us to the threshold of a promising 
new day in the history of the mentally ill in 
America. 

“The National Association for Mental 
Health pioneered in encouraging the de- 
velopment and establishment of mental 
health clinics for children and adults, of 
which there are now over 1,200 in the 
nation. 

“It played a critical role in rallying the 
support that led to the establishment of the 
National Institute of Mental Health, whose 
program today is a major underpinning of 
psychiatric education, research and com- 
munity services. 

“Your association was among the early 
contributors to the encouragement of psy- 
chiatric education in medical schools, 
virtually all of which today have depart- 
ments of psychiatry. 

“The National Association for Mental 
Health has always sustained the hue and 
cry for psychiatric research and has wisely 
administered funds for research, particu- 
larly into the most challenging of all the 
mental illnesses, schizophrenia. 

“The support of your association has 
helped to make possible the inspection and 
rating of American mental hospitals, 
thereby giving citizens a measure of the 
deficiencies of these institutions and a 
sound professional basis on which to correct 
them. 

“Now your association is entering on a 
new and challenging program in which you 
propose to build a strong network of com- 
munity organizations across the nation and 
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to provide vastly more direct services to the 
mentally ill and their families. 

“Your good works are plainly evident for 
all to see; but the credit lines are too often 
overlooked. We therefore address this 
special praise to the National Association 
for Mental Health for its past accomplish- 
ments and wish it godspeed in executing its 
promising programs. We hail your associa- 
tion as a bastion of support for the profes- 
sion of psychiatry. 

“Will you kindly convey this gesture of 
good will to the officers of the National As- 
sociation for Mental Health, to Dr. Steven- 
son, to Mr. Richard Swigart, the executive 
director, and his staff, and to all those who 
serve it in advisory capacities.” 

The program for the meeting listed 132 
scientific papers on psychoanalysis, psy- 
chiatry and religion, psychotherapy, mental 
hospitals, aging, research, health insurance 
and mental illness, international psychiatry, 
nosology, drugs, medical education, schizo- 
phrenia, psychiatry in Veterans Administra- 
tion hospitals, follow-up and prognosis, 
private practice, military psychiatry, © 
perimental studies, academic education, 
legal psychiatry, rehabilitation, sociological 
studies, clinical psychiatry, community 
mental health, and psychosomatic illnesses. 
At 30 round-table meetings leaders in the 
various fields discussed current questions. 

Dr. Gregory Zilboorg, New York City, 
gave the academic lecture on the life and 
works of Dr. Eugen Bleuler, and Dr. Stig 
Akerfeldt of the Nobel Institute in Stock- 
holm presented a special Adolph Meyer 
research lecture on his experimental bloo! 
test for mental illness. 


. . . 
Psychologists and educators honored i 
memory of one of their most admired co i 
leagues April 13 at Stanford University 


with a conference on the gifted child. It 
was dedicated to the late Lewis M. Terman, 
whose voluminous research and writings in- 
fluenced the world’s education, reading and 
marital happiness. The famed Stanford 
psychologist died last December at the age 
of 79. 

Of tiie legacy of epochal studies Professor 
Terman bequeathed to the world, his per- 
sonal favorite was the famous 36-year in- 
vestigation of gifted children with IQ’s of 
140 or above. A report on the present 
status of this research was presented at the 
recent conference by Mrs. Melito Oden, an 
associate in the study for more than 30 
years. 

Of those studied in this investigation, 

“close to 90% entered college and about 
70% were graduated,” Mrs. Oden reported. 
“About 40% were graduated with honors 
and approximately two-thirds took post- 
graduate work. But good as these records 
are, the fact remains that although all were 
potentially superior college material, more 
than 10% never entered college and 30% 
did not graduate. In a few cases college at- 
tendance was prevented by the necessity for 
helping to support the family. In many 
more cases the high schools either failed to 
recognize the gifted student's potentialities 
or failed to give the needed encouragement 
and intellectual stimulation.” 
The study began in 1921 when Professor 
Terman, and his assistants canvassed nearly 
250,000 public school students to locate 
1,528 with an IQ of 140 or above, the top 
1% of the school population. Of those 
living, 98% are still cooperating in the 
study. By 1956, 104 had died. The investi- 
gators have lost track of only 30. 

“Now we are able to give a fairly good 
picture of the gifted at mid-life,” Mrs. Oden 
said. “Their average age is close to 45, and 
for the most part they enjoy good health. 
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As to the question of how their intelligence 
holds up, our tests show that 30 years after 
their selection as gifted children the group 
still fell in the top 1 or 2%.” 

In a comparison of the 150 most success- 
ful and 150 least successful men, Mrs. Oden 
said, the greatest contrast was in drive to 
achieve and in all-around mental and social 
adjustment. They differed most widely in 
four traits: persistence in accomplishment 
of ends, integration toward goals, self- 
confidence, and freedom from inferiority 
feelings. 

“When asked to indicate from a list of 
ten factors those which had contributed 
most to their life accomplishment, both men 
and women put ‘adequate education’ in first 
place and ‘mental stability’ second,” Mrs. 
Oden reported. 

Regarding sources of satisfaction, three- 
fourths of the men ranked their work first, 
but less than half the women did so. Mar- 
riage and children were the women’s first 
choice, followed by social contacts, hobbies 
and community service activities. The 
men’s secondary sources of satisfaction were 
marriage and children, recognition of their 
accomplishments, and hobbies—in that 
order. 

As to their opinions of what constitutes 
success in life, men most often recommended 
a happy home, adequate income for com- 
fortable living, and making a contribution 
to society. Women, said Mrs. Oden, give as 
their most frequent definition of success in 
life the making of a contribution to society 
and doing something positive to improve 
the world. Almost as frequent was the 
definition of a happy home, followed by 
realization of goals. 

The fifth volume of the Terman study of 
gifted children has been scheduled for pub- 
lication this year. He also developed the 
Stanford-Binet intelligence test. Translated 
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into more than 20 languages, it became the 
standard against which all other proposed 
intelligence tests are measured. 


* * * 


Increasing shortages of skilled psychiatric 
manpower were predicted at the Northeast 
State Governments Conference on Mental 
Health April 25 in Hershey, Pa. 

The whole future of mental health serv- 
ices of all types and the continued protec- 
tion and improvement of the mental health 
of the American people are jeopardized by 
the rapidly increasing gap between the 
number of available mental health person- 
nel and the needs, T. P. Wuichet, executive 
assistant to the director of the Ohio Depart- 
ment of Mental Hygiene and Correction, 
told the conference. 

Dr. Robert A. Matthews, commissioner of 
mental health in the Pennsylvania Depart- 
ment of Welfare, summing up his state’s 
critical need for psychiatrists, psychologists, 
social workers and patients’ activities 
workers, answered the question, “Where do 
they come from?” in this way: 

“Some are now available—if we make 
their work and pay interesting enough to 
get and keep them. 

“We steal some from other states—let’s be 
frank—with the inducements mentioned 
above. 

“We train some—quite a lot—and we 
will be training more. 

“We educate the community to be a thera- 
peutic unit of society—to create institutions 
and environments conducive to good men- 
tal health. 

“We must be prepared to accept, for a 
while, exorbitant demands on our time and 
services. But we can console ourselves with 
the indisputable fact that mental health, 
throughout the nation, is on the march. 
The people are demanding that their men- 
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tal health needs be met. And slowly but 
surely they are finding the ways and means 
of meeting these needs.” 


* * * 


The First Caribbean Conference on Mental 
Health organized by the Aruba Society for 
Mental Health convened March 14-19 in 
Aruba, Netherlands Antilles. Dr. J. R. Rees, 
director of the World Federation for Men- 
tal Health, served as conference chairman. 
The theme was “Constructive Mental Hy- 
giene in the Caribbean.” 

The conference opened Thursday morn- 
ing, March 14, with an address by His 
Excellency Dr. F. J. van der Valk, acting 
governor of the Netherlands Antilles, who 
served as honorary chairman. The Honor- 
able Dr. L. C. Kwartsz, lieutenant governor 
of the island territory of Aruba, and J. H. 
Beaujon, cultureel centrum Aruba, greeted 
delegates, government officials, civic and 
business leaders and members of the Aruba 
Society for Mental Health in attendance. 
His Excellency, Msgr. J. Holterman, apos- 
tolic vicar of the Netherlands Antilles, also 
briefly addressed the conference. The open- 
ing session concluded with an invited 
paper, “The Importance of Mental Health, 
by Dr. G. van den Berg, director-general of 
international health affairs, The Hague. 

In the afternoon and evening of the first 
day the conference “got down to business 
with a round-table discussion of,mental 
health problems found in each of the geo- 
graphical areas represented. This discus- 
sion anticipated many of the later sessions 
since problems of alcoholism, home, family 
and school life, and the impact of indus- 
trialization on local cultures were reported 
by most delegates. Mr. and Mrs. Irving 
Jacoby brought this session to a close with 
a showing of several Mental Health Film 
Board films. 


The sessions on March 15 were devoted 
to alcoholism as a mental health problem. 
Papers by Mrs. Dorothy M. Johnson and 
Mrs. Marian Kalashian of the Florida 
Alcoholic Rehabilitation Program and a 
report by Miss L. Berkley, social worker in 
the Aruba Department of Social Affairs, on 
the aléohol problem in Aruba touched off 
an extended discussion. There was general 
agreement as to the serious nature of this 
problem among Caribbean island peoples 
although it was recognized that alcoholism 
as such is probably just one of many symp- 
toms of more fundamental social problems 
growing out of major cultural change. Dele- 
gates finished this day by attending an open 
meeting of the Aruba chapter of AA. 

Saturday morning was given over to €x- 
amining home, family and school problems. 
Mrs. E. B. Hansen, acting director of men- 
tal health services for the U. S. Virgin 
Islands, reported on the special demon- 
stration-teaching project underway with 
slow learning children. Miss Elsa Haglund, 
home economics officer for FAO in Rome, 
who is on loan to the Caribbean Commis- 
sion in Trinidad, spoke on “Education for 
Home and Family Living.” This paper 
was of particular interest to the delegates 
since Miss Haglund drew on her long ex- 
perience in the field to illustrate ways in 
which the family group could be strength- 
ened through improvements in physical 
living arrangements, better housekeeping 
_ and adequate and nutritious foods. The 
discussion following these papers brought 
out the inappropriateness of much of the 
education given children in various island 
schools, Textbooks, for example, are either 
European or North American and do not 
relate to the Caribbean scene. Teachers 
are either foreign, that is, from the mother 
country, or have received all or part of their 
pedagogical training there. The language 
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of instruction may not be the language 
spoken at home. And there is little being 
done by way of instruction in either the 
fine arts or the practical arts. Although 
much thought and study are being given to 
these problems it may be some years before 
suitable school systems are developed for 
the Caribbean, 

A public meeting on Saturday evening 
featured a panel discussion of “Mental 
Health in Public Health” with Mrs. Dolores 
G. LaCaro, director of the Mental Health 
Bureau of Puerto Rico as chairman. Dr. 
B. Caravedo, director of the Department of 
Mental Hygiene in Lima, Peru, Miss Ixia 
Sifontes, health educator for Puerto Rico, 
Dr. Rees and Dr. van den Berg served as 
speakers. In his presentation of the prob- 
lems encountered in dealing with the men- 
tal health of the large Peruvian Indian 
population Dr. Caravedo illustrated very 
clearly the tremendous task facing indi- 
viduals and organizations working in the 
areas of the world which are undergoing 
cultural, social and economic change. 

Sunday was a free day for delegates dur- 
ing which they were entertained at a 
barbecue, taken on island tours and other- 
wise given a chance to relax in Aruba’s 
famous sunshine and gentle breezes. 

The conference resumed on Monday in 
the general offices of the Lago Oil and 
Transport Company, Ltd., a Standard Oil 
Company (NJ) subsidiary, for a meeting 
with company executives on the problems 
of industrial mental hygiene. Dr. van den 
Berg spoke on approaches in industry cur- 
rently utilized in the Netherlands. Dr. 
Bertram Schaffner, consultant to the United 
Nations secretariat, presented a paper sum- 
marizing preliminary findings from the 
current investigation of the mental health 
problems of U. S. citizens overseas. This 
research report was of special significance to 
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company officers inasmuch as Lago has 
about 550 U. S. expatriate employees ond 
their families. Dr. Rees closed this meeting 
with comments on management's role in 
worker satisfaction and morale. 

The final public meeting, held Monday 
evening, was devoted to a panel discussion 
titled “What Is Mental Health?” The first 
description, given in a philosophical vein, 
was presented by Dr. A. Poslavsky, profes- 
sor of medical psychology at the University 
of Utrecht, Holland. Dr. Schaffner then 
spoke of mental health in terms of child 
development. Dr. Eric O’Neil, commis- 
sioner of health for the U. S. Virgin Islands, 
described mental health by means of an out- 
line of a community program. Dr. Rees 
concluded by stating some of the aims of 
the World Federation for Mental Health 
and telling of its work. 

The Tuesday session was given over to a 
series of short reports. Dr. R. M. Lloyd- 
Still, psychiatrist-in-charge at Barbados, de- 
scribed the open hospital plan which he has 
successfully developed. Dr. E. R. Henry, 
chief psychologist for the Standard Oil 
Company (NJ), reported on research in 
attitudes and on problems of communi- 
cating research findings to administrators. 
Dr. M. Despinoy spoke on his observations 
of schizophrenic patients in Martinique. 

At an earlier meeting, a committee under 
the chairmanship of Dr. L. F. E. Lewis, St. 
Ann’s Hospital, Trinidad, had been ap- 
pointed to study the feasibility of forming 
a Caribbean Federation for Mental Health. 
The conference adopted the committee’s 
report favoring the establishment of an 
interim steering committee pending a 
Second Caribbean Conference in the Virgin 
Islands in 1959. 

The concluding session on Tuesday 
evening was highlighted by a conference 
evaluation prepared by Dr. Schaffner. A 
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series of resolutions were also adopted by 
the delegates. 

Conference proceedings, which are now 
being prepared, will be published in the 
fall of 1957 through a grant from the Prins 
Bernhard Fund. Copies will be available 
at a nominal charge from the Aruba Society 
for Mental Health. 4 

Officers of the Aruba Society for Mental 
Health, which made the conference pos- 
sible, are Dr, Robert Turfboer, chairman; 
Dr. W. E. Kendall, vice-chairman; T. F. 
Hagerty, treasurer; M. Croes, first secretary; 
Rev. D. Evans, second secretary; Judge J. 
Schaafsma and Father J. A. N. Burge- 
meester, members-at-large. 


* * * 


The Second International Congress of 
Group Psychotherapy convened August 
28-31 in Zurich. Plenary sessions, section 
meetings, workshops and small discussion 
groups reflected the many applications of 
group psychotherapy—in a variety of 
settings and in different countries—to dif- 
ferent types of clinical problems, as well as 
its broader community and interdisciplinary 
implications for clinical psychiatry, social 
psychiatry, psychoanalysis, psychodrama, re- 
search, industry, education, social prophy- 
laxis and training. 


Special emphasis was laid on the use » 


of group psychotherapy with children, 
adolescents, non-psychotic and psychotic 
adults, and on special problems in such 
settings as in-patient hospitals and out 
patient clinics. Acting-out in group psycho- 
therapy received special attention in 4 
section meeting. 

The congress is under the auspices of the 
International Committee of Group Psycho- 
therapy, which has representatives from 17 
countries. Its officers include J. L. Moreno, 
S. R. Slavson, W. Hulse and W. J. Warner of 
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the U.S.A., J. Bierer of the UK and S. 
Lebovici of France, presidents; N. Becken- 
stein and R. J. Corsini of the USAn H. 
Ezriel, S. H. Foulkes and T. P. Rees of the 
UK, Georges Heuyer of France, Hans Hoff 
of Austria, L. J. Hut of The Netherlands, 
E. E. Krapf of Argentina, K. R. Masani of 
India, ¿Frisso Potts of Cuba, E. J. Rosen of 
Canada, C. A. Seguin of Peru, A. Sunier of 
The Netherlands and Nic Waal of Norway, 


vice-presidents. 


PUBLIC INFORMATION 


Two programs on mental illness and men- 
tal retardation have won for the public 
affairs department of the Columbia Broad- 
casting System and WCBS-TV a medical 
journalism award from the Albert and 
Mary Lasker Foundation. The prize-win- 
ning programs were the epochal “Out of 
Darkness” and “The Wassaic Story.” 

“Out of Darkness,” a landmark in public 
education about mental illness, was pro- 
duced in consultation with the National 
Association for Mental Health and the 
American Psychiatric Association. The 
CBS-TV network presented it for coast-to- 
coast audiences three times last year, and 
prints have since been screened by mental 
health associations and other civic groups 


_ all over the country. 


Roland H. Berg, medical and science 
editor of Look magazine, also won a Lasker 
award for a summary of the nation’s health 
published in an April issue last year. In 
discussing the problem of mental illness, he 
pointed out: “It is estimated that it would 
cost nearly $150,000,000 merely to train the 
additional professional people needed to 
give minimum standards of treatment.” 

Benjamin Franklin magazine awards 
went to John Bartlow Martin for his 
Saturday Evening Post series called “In- 
side the Asylum,” which appeared from 
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October 6 through November 10, and 
Gladys Denny Shultz for her Ladies’ Home 
Journal article in June 1956 on the mentally 
defective and retarded child. 


A new film (black and white, sound, 35mm) 
called “A Comprehensive Treatment Pro- 
gram in Mental Retardation” has been 
completed at Pineland Hospital and is now 
available for nationwide distribution. In- 
terested professional groups, mental health 
associations and legislative bodies should 
contact the Director of Research, Pineland 
Hospital and Training Center, P. O. Box C, 


Pownal, Me. 
* * * 


The National Association for Mental 
Health has produced a film designed to 
show lay audiences that fear, stigma and 
lack of public understanding are prevent- 
ing the discharge of many mental hospital 
patients. Grants totaling $19,000 from 
Sigma Beta sorority made possible the film's 
production and the purchase of prints for 
use by state and local mental health asso- 
ciations and other community organiza- 
tions. The premiere will take place this 
month in Indiana under the joint auspices 
of Sigma Beta, the Indiana Association for 
Mental Health and the NAMH. 


The American Psychiatric Association is 
producing a public education film on the 
psychiatrist and his work. 


PUBLICATIONS 


In breaking a path for others to follow, the 
pioneer inevitably works himself out of a 
job as newcomers begin to cultivate the 
ground he first trod. That is now the fate 
of Understanding the Child, 27-year-old 
quarterly journal for teachers. It will cease 
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publication with the October issue, officials 
of the National Association for Mental 
Health have announced. 

For many years the magazine pioneered 
in providing educators with a better under- 
standing of mental health principles. It 
blazed the trail with such marked success 
that now at least seven periodicals stress the 
role of the schools in mental health. In 
recent years many articles of interest to 
teachers have appeared in MENTAL HYGIENE. 

Dr. W. Carson Ryan of Chapel Hill, 
N. C., long-time editor of Understanding 
the Child, will continue to serve NAMH in 
a new capacity as consultant on mental 
health education in the schools. He will 
officially represent the association at con- 
ferences of key educational groups and 
will continue to stimulate the publication 
by educational journals of articles about 
mental health. 


The volunteer is the subject of a new 
pamphlet published by the Adult Educa- 
tion Association of America. 

Working with Volunteers approaches the 
topic from several angles—from the stand- 
point of the professional staff member who 
works with and supervises volunteers, from 
that of the volunteer whose recruitment 
and training for a particular job give per- 
sonal satisfaction, from that of the recruit- 
ing agency and its responsibilities to those 
who volunteer and from that of the volun- 
teer who supervises other volunteers. 

Of particular interest is the pamphlet’s 
reference to the justly renowned education 
program of the St. Louis Mental Health 
Association. And of paramount value is 
the section on the role of the recruiting 
agency and the three sections on placement, 
training and supervision. 

Though the pamphlet’s authors represent 
other agencies, the principles they enunciate 
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are applicable, with appropriate modifica- 
tions, to the volunteer services of mental 
health associations. 

Working with Volunteers is available 
from the National Association for Mental 
Health for 60¢ a copy, with special rates for 
quantity orders. 


* * * 


A single announcement of a new booklet 
about emotional tensions brought requests 
for almost 140,000 copies in three weeks. 
Many hundreds of thousands will be dis- 
tributed this year, according to present 
estimates, 

The booklet, “How to Deal with Your 
Tensions,” is part of a year-round public 
information campaign sponsored by the 
Advertising Council on behalf of the 
National Association for Mental Health. 
It was written by Dr. George S. Stevenson, 
NAMH consultant, in collaboration with 
Harry Milt, public information director. 

The first announcement of the booklet 
appeared May 19 in This Week, Sunday 
Magazine distributed by major newspapers 
throughout the country. News stories about 
it began appearing June 10. These plus 
subsequent TV, radio, transit, newspaper 
and house magazine advertisements will re- 
sult in a deluge of requests for the booklet, 
its sponsors foresee. 


Free single copies now are offered street- 


car, bus and subway riders through car 
cards posted as a public service by fational 
transportation advertising companies. Start- 
ing late in June, newspapers cooperating 
with the Advertising Council began to pub- 
lish advertisements suggesting that readers 
write for “How to Deal with Your Ten- 
sions.” Throughout the summer, local 
radio and television stations, networks and 
many of the commercially sponsored net- 
work programs joined in the campaign. 
At the same time, house magazines pub- 
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line Most Drasious Git 


you can give to the more than 16 million emotionally 
disturbed .... or mentally ill is UNDERSTANDING. 
For as your help grows, their hope of recovery increases. 


FREE BOOKLET: If you know someone 
who needs help or would like a better understanding 
of mental health, write for “HOW TO DEAL WITH 


Address: 


YOUR TENSIONS” 


Better Mental Health, Box 2500, New York 1, N.Y. 
SPACE CONTRIBUTED BY YOUR TRANSPORTATION ADVERTISING COMPANY AS A PUBLIC SERVICE 


This ad is appearing in buses, streetcars and subways throughout the country. 


lished by some of the leading corporations 
cooperated by suggesting that their em- 
ployees obtain the booklet for their personal 
guidance. 

The booklet is sent to anyone writing to 
Better Mental Health, Box 2500, New 
York 1. Quantity lots will be sold at cost 
to industries and organizations wishing to 
distribute the booklet to employees or 
members. 

Although distribution of the booklet is 
an Advertising Council project, the Na- 
tional Association for Mental Health is 
bearing the cost of printing and distributing 
it, A $15,000 grant to NAMH from the 
Smith, Kline and French Foundation of 
Philadelphia helped to underwrite the first 
printing. 

Primary objective of the campaign, ac 
cording to the Advertising Council, is to 
help contribute to the public's understand- 
ing that mental illness and emotional dis- 
turbance, while top U. S. health problems, 
are: 


e Being dealt with more effectively than 
ever before. 

e Are illnesses like other illnesses, with no 
stigma attached. 

ə Can be brought under still better control 
and with quicker cures through better un- 
derstanding by citizens and through more 
active support of organizations and groups 
working for the better mental health of all. 


* * * 


A new publication providing statistics on 
various aspects of the nation’s #1 health 
problem—mental illness—has made its ap- 
pearance. It is the Fact Sheet of the Joint 
Information Service sponsored by the 
American Psychiatric Association and the 
National Association for Mental Health. 

Number 1 (March) contained an analysis 
of patient-employee ratios in public mental 
hospitals in all states from 1939 to 1955 and 
a series of tables on mental hospital expendi- 
tures, personnel inadequacies and the ad- 
mission and discharge of patients. 
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Number 2 (April) provided figures on the 
number and distribution of psychiatrists, 
and ratios of population to psychiatrists in 
1950 and 1956. 

Number 3 (August) was a round-up of 
statistical information about physicians in 
training in U. S. psychiatric centers. 

Aim of the Joint Information Service is 
to collect, edit and publish in the Fact 
Sheet a broad range of useful information 
on all aspects of training, treatment, re- 
search, prevention and operations in the 
fields of mental illness and health. The 
material will be organized in such a way as 

to be of maximum use to the APA and 
NAMH staffs, to psychiatrists, mental hos- 
pital and clinic staffs, to mental health as- 
sociations and other citizens’ groups, t 
public officials, legislators and others. 


* * * 


The Arizona Republic received the Na- 
tional Mental Health Bell Award for 1956 
in ceremonies May 2 at the Arizona State 
Hospital. The award is given each year by 
the National Association for Mental Health 
to an American daily newspaper which dur- 
ing the preceding year makes an outstand- 
ing contribution to the fight against mental 
illness. The award consists of a bronze 
facsimile of the Mental Health Bell 
mounted on a walnut plaque. 

Special tribute was paid to reporter 
Ronald Silverman, whose notable series of 
articles on the hospital played considerable 
part in the newspaper’s achievement. Mrs. 
M. E. Harris, Jr., of Salt Lake City, NAMH 
regional vice-president who presented both 
honors, said: “The award committee found 
the selection of a single newspaper a very 
difficult task because of the excellence of 
most entries. Coverage was amazing—both 
as to quality and quantity. Some entries 
stressed the crusade for better mental hos- 
pital conditions. Others concentrated on 
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the community service and educational 
aspects of mental health. Still others con- 
cerned themselves primarily with legisla- 
tive campaigns for increased appropriations 
for new hospitals and improvement of exist- 
ing hospitals. Some devoted considerable 
space to the activities of the mental health 
associations. The award committeefound, 
however, that one paper covered almost 
every aspect of the problem of mental ill- 
ness—and that was the Arizona Republic. 

“The committee also felt that the most 
highly laudatory personal commendation 
and congratulations should go to Mr. Sil- 
verman. His handling of the subject was 
exceptionally intelligent, informed and 
sensitive. His articles portrayed the plight 
of the mentally ill and the inadequacy of 
mental hospitals without resorting to sen- 
sationalism, name-calling or finger-pointing. 
The educational value of his series was im- 
mense. We are certain that as a result of 
the coverage by the Arizona Republic and 
particularly as a result of Mr. Silverman’s 
work the people of Phoenix have a much 
better understanding of and sympathy for 
the plight of the mentally ill and the prob- 
lem of mental illness in general,” Mrs. 
Harris observed. 

Previous winners of the award have been 
the Austin (Texas) American Statesman, 
1956; Indianapolis Times, 1955; Hartford 
Courant, 1954, and Baltimore Sunpapers, 
1958, first year of the award. 

Factors considered in selecting thé award- 
winning newspaper included dissemination 
to the public of mental health news, infor- 
mation and opinion; publicizing and edi- 
torial support of local, state and national 
mental health programs, objectives and 
fund drives; leadership in campaigns to 
secure new or improved mental health serv- 
ices for the prevention and treatment of 
mental illness and the advancement of good 
mental health. 


Interest in the problem of mental illness 
and in the work of mental health associa- 
tions is being stimulated among clergymen 
and leading laymen with the distribution 
of several thousand special packets com- 
piled by the Council for Social Action of the 
Congregational Christian Churches. The 
packet$ include Facts about Mental Illness, 
The Clergy and Mental Health, Minister- 
ing to Families of the Mentally Ill, Pastoral 
Help in Serious Mental Illness, What Every 
Child Needs for Good Mental Health, List 
of Mental Health Publications and Audio- 
Visual Aids and brochures describing Notes 
for After 50—all published by the National 
Association for Mental Health. 


* * * 


A Psychiatric Glossary has been published 
by the American Psychiatric Association’s 
committee on public information. The at- 
tractive 56-page booklet defines in non- 
technical language the 500 words most fre- 
quently used in psychiatry. 

Mental health associations, writers and 
editors, lawyers, clergymen, health and wel- 
fare workers will find it helpful. The APA 
hopes it will be specifically useful to pre- 
medical and medical students and that it 
will help in introducing students of psy- 
chology, nursing and social work to psy- 
chiatric terminology. 

The glossary is available from the Na- 
tional Association for Mental Health, 10 
Columbus Circle, New York 19, for $1 a 
copy, with special rates for quantity orders. 


* * * 
A strongly optimistic note on the prospects 


for continued success in the fight against 
mental illness was sounded by the National 
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Association for Mental Health in its annual 
report released recently. F. Barry Ryan, 
Jr. president of the organization, said in 
the report that mental hospital figures for 
the last year bore out the belief that a turn- 
ing point has been reached. 

“This belief was borne out quite dra- 
matically by the year-end figures for 1956 
which showed that in state and county men- 
tal hospitals (which care for about 90% of 
all the nation’s mental hospital patients) 
there had actually been a reduction of some 
7,000 resident patients during the year. 
This, we stress, was not just a deceleration 
but an actual reversal—the beginning, very 
likely, of a downward trend.” 

The tranquilizing drugs, said Mr. Ryan, 
played a significant role in this develop- 
ment. But, he added, there were many 
other important factors, including “the ex- 
tension of treatment instead of mere custody 
to a much larger percentage of the patients 
than in previous years. This means not 
only drug treatment but psychotherapy, 
shock therapy, recreational therapy, occu- 
pational therapy and other adjunctive 
therapies.” 

Mr. Ryan noted that during the year 
eight new state mental health associations 
and 50 new local mental health associations 
had been added to the roster of NAMH 
affiliates. The new state organizations were 
in Mississippi, Missouri, North Carolina, 
District of Columbia, Washington, Georgia, 
Wyoming and West Virginia. There are 
now 41 state and territorial affiliates and 
510 local affiliates. The joint fund-raising 
efforts of the affiliates and the national 
headquarters realized slightly more than 
$3,000,000—an increase of 25% over the 
previous year. 
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A limited number of copies of the Pineland 
Hospital Bulletin—with papers on the re- 
tarded deaf and hard of hearing, rewards 
and punishments in a school for the men- 
tally retarded, and a comprehensive treat- 
ment program in mental retardation—is 
still available for $1 each from the Treas- 
urer, Frank D. Self Research Foundation, 
P. O. Box C, Pownal, Me. 


Construction of mental hospitals will soon 
be a thing of the past, according to the 
American Psychiatric Association. That is, 
if more up-to-date, more effective—and in 
the long run more inexpensive—means of 
dealing with community mental health 
problems are successfully put into use. 

This is the major finding of a recently 
completed mental health survey conducted 
for Pennsylvania by the American Psy- 
chiatric Association. Pennsylvania is the 
fifth state in the Union to have an APA 
survey of its entire mental health system 
and problems, 

A summary of the findings has been pub- 
lished as a booklet by Pennsylvania Mental 
Health, Inc., state affiliate of the National 
Association for Mental Health. 

The idea that a hospital is the only site 
of psychiatric treatment, or even the most 
important site, is becoming outmoded, ac- 
cording to the booklet. “Other forces 
directed at preventing mental illness and 
thus eliminating the necessity of sending a 
patient to a hospital are coming to the fore. 
If it is necessary to send a patient to a hos- 
pital, the time he had to spend there is 
being cut short. This is true for almost 
every type of patient,” the report stresses. 

Pointing out that great areas of Penn- 
sylvania have no psychiatric services at all 
and that most facilities are centered in the 
southeastern and western sections of the 
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state, the APA recommends a series of 
state-wide community services which would 
not only catch and cure many persons in 
the early stages of mental illness, but would 
eventually release many of those now over- 
crowding existing mental hospitals. Though 
some mental hospitals will always be neces- 
sary, most mental patients aren’t dangerous, 
Many now confined could lead useful lives 
in the outside world if they had the proper 
treatment and training and many others 
would not need to go to hospitals at all if 
given early diagnosis and help. 

The key to proper treatment, says the 
survey, is trained personnel. The APA 
Tecommends state subsidies to Pennsyl- 
vania’s medical schools for the training of 
psychiatrists and expansion of training 
plans for psychologists as well as for three 
times the present number of social workers. 

What positive action should Pennsyl- 
vania take? First, says the report, limit the 
building of new hospitals except for those 
already authorized, until new and bolder 
methods are tried. Second, work out a 
strong Pennsylvania plan to get people out 
of mental hospitals and help keep them 
out. Proposals include: . 


Community mental health centers to serve 
as the backbone of a community's mental 
health activities. Here the mentally ill 
could be screened and sent to the proper 
place for treatment; patients leaving men- 
tal hospitals could be watched and ‘helped; 
older people could receive recreation and 
emotional support; hospitals and other 
agencies could work closely together. Pre- 
vention as well as cure would be integral in 
the community center’s program. Its aim 
would be to help people in all walks of life 
develop their own defenses against emo- 
tional illness. 


Branch hospitals where people—such as the 


elderly—who need continuing psychiatric 
supervision but limited services could live 
in a residential building away from the 
main hospital but still under its direction. 
These elderly people today occupy beds in 
mental hospitals that could be freed for pa- 
tients needing all of the hospital's psy- 
chiatri¢ facilities. 


Day hospitals where patients could receive 
the benefits of hospital treatment and ac- 
tivity during the day and return to the 
warmth and security of family life in the 
evening. 


Night hospitals where those who are able 
to work during the day could come to sleep 
and receive the same kind of intensive 
treatment and care at night that their 
counterparts receive in a day hospital. 
Ideally, one building could be used for 
both day and night hospitals, thereby 
doubling its use. 


Half-way houses located away from hos- 
pitals where those going into mental hos- 
pitals could get used to the idea and gain 
a better understanding of their illness 
(possibly even become cured to the extent 
that hospitalization would be unnecessary) 
and where those coming back out of mental 
hospitals could ease their adjustment to a 
life in the community. 


Foster homes where a competent housewife 
or couple would care for mental patients, 
including retarded children, who have no 
other place to go, thereby helping some 
communities which have no facilities. 

Other suggestions include the develop- 
ment of psychiatric divisions and rehabilita- 
tion services in general hospitals, sheltered 
workshops, and diagnostic and screening 
centers to speed the flow of patients toward 
the right treatment and cure. 

“These new ideas,” sums up the report, 
“make it possible to help people in emo- 
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tional difficulty in the earliest stages of 
their illness, when they are most apt to 
respond to treatment. They bring the care 
and treatment closer to home, where it is 
easier to get. They make the most of what 
the community can do best. They galvan- 
ize the goodwill of those who want to help 
others and turn it into a healing process.” 

The booklet is available from Pennsyl- 
vania Mental Health, Inc, 1 N. 13th St, 
Philadelphia 7. 


AWARDS 


A record number of 180 mental hospital 
ward attendants have been named by the 
National Association for Mental Health as 
winners of its Psychiatric Aide Achievement 
Awards for 1956. The recipients—67 
women and 63 men—were selected from al- 
most 47,000 psychiatric aides who provide 
direct services to more than 300,000 pa- 
tients. They were nominated by co- 
workers, patients and visitors as most 
representative of the higher quality of care 
given to patients during the past year by 
ward personnel. 

Each winner received a gold pin and a 
certificate of achievement at a public cere- 
mony during Mental Health Week. This 
year’s presentations marked the 10th anni- 
versary of this program, designed to focus 
attention on the important role played by 
the psychiatric aides in the treatment and 
care of the mentally ill. 

Participating were 130 state, VA or other 
federal hospitals for the mentally ill and 
mentally handicapped in 36 states and 
Washington, D. C. Each hospital selected 
its winner for his outstanding services to 
patients during 1956 or longer; for skill, 
initiative and imagination in discharging 
his duties; for exemplary kindness and de- 
yotion to the patients in his care, and for 
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citizenship displayed in his off-duty activi- 
ties. 
ee S. 


Mrs. Marie Yegella, a teacher at New York’s 
Wassaic State School, won recognition May 
9 for her pioneering work with severely re- 
tarded children when she received the Gov. 
Charles E. Hughes Award in Public Ad- 
ministration. It is given annually by the 
American Society for Public Administration 
for significant achievements resulting in 
outstanding benefits or services, usually 
“beyond the call of duty.” 


GENERAL 


The San Francisco Council of Churches is 
launching a senior citizen project to stimu- 
late churches to set up neighborhood 
centers open to older adults of all faiths. A 
foundation grant will underwrite the proj- 
ect as a demonstration for 15 months. In 
1958-59 it will receive United Community 
Fund support. 
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The council is training volunteers for the 
centers, indoctrinating them in the phi- 
losophy of working with older people, in 
group work techniques and in the skills of 
arts and crafts. The aim of the program is 
to appeal to older isolates and those who 
feel that life has passed them by, and to 
help them to develop new relationships. 


* * * 


The Maine legislature has changed the 
name of Pownal State School to Pineland 
Hospital and Training Center. 


The North Shore Hospital for Psychiatric 
Treatment and Research in Winnetka, Ill., 
is conducting a nation-wide questionnaire 
survey of the attitudes of lawyers, doctors, 
psychiatrists and social workers toward as- 
pects of the patient-psychiatrist relationship 
requiring a code of ethics or legislation. 

The institution, formerly known as the 
North Shore Health Resort, observed its 
57th anniversary April 1. 
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